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SUMMARY of CHANGE

AR 40-68
Quality Assurance Administration

This new regulation--

o Addsthe confidentiality statute and the table of organization and equipment
treatment facilities (chap 1).

0 Addsthe impaired provider ad hoc committee (chap 2).

0 Expands assessment of patient care, utilization management, and risk
management (chap 3).

o Expands privileging and reporting of privileging actions (chap 4).

o Deletes the requirement for a 365-day conditional privileges period for
practitioners initially coming on active duty (chap 4).

0 Adds dental Activity Quality Assurance Program (chap 5).

o Expands the Quality Assurance Program for Reserve Components (chap 6).

0 Adds the quality assurance policies within the Alcohol and Drug Abuse
Preventionand Control Program Community Counseling Center Quality Assurance

Program (chap 8).

0 Addsthe preselection procedures for nonmilitary health care providers (app
B).

0 Adds department of Nursing Quality Assurance Program (app C).
0 Adds Nutrition Care Division or Directorate (app D).
o0 Adds occupational therapy and physical therapy activities (app E).

o Modifies licensure requirements (chap 9).
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Chapter 1 (b) Credentials committed&kecommendations concerning clinical

Introduction practice or conduct problems of practitioners.
(c) Others as appropriate.
1-1. Purpose (9) Counsel and advise individuals and initiate administrative ac-

This regulation establishes policies, procedures, and responsibilitiesion on questions about clinical competence or performance, disre-
for the administration of the Army Medical Department’sjard for reasonable rules, lack of respect for coworkers, suspected
(AMEDD) Quality Assurance Program (QAP). The purpose of qual- impairment, or practicing outside the scope of clinical privileges
ity assurance (QA) is to— that have been granted.

a. Provide quality care and treatment to all beneficiaries in their  (10) Establish a systematic program for recognizing those within
need for health services, subject to the availability of space andthe service or department who make exceptional contributions to the
facilities and the capabilities of the medical and dental staff. care of patients through clinical competence and/or leadership in the

b. Make improvements resulting in higher quality health care. provision of such care.

c. Promote the professional development and enhance the capa- e. RC commanderfC commanders are responsible for the ad-

bilities of the military and civilian members of the AMEDD. ministration of policies in this regulation. They are responsible for
the effectiveness of QAPs within their commands to include—
1-2. References (1) Establishing a credentials committee.
Required and related publications and prescribed and referenced (2) Appointing a QAC.
forms are listed in appendix A. (3) Establishing, reviewing, and maintaining PCFs.
(4) Providing updated PCFs for review by each serviced MED-
1-3. Explanation of abbreviations and terms DAC, MEDCEN, or DENTAC. (See chap 6.)
AbbreVia.tionS and Special terms used in this regulation are ex- (5) Approval of privileging actions for assigned or attached prac-
plained in the glossary. titioners engaged in providing health care during unit controlled
o activities (for example, physical examinations, immunizations, den-
1-4. Responsibilities . ) . tal examinations, field exercises, medical support missions, and so
a. The Surgeon General (TSGQ)SG will establish policy con- forth).
cerning the QAP to include reporting requirements. f. MEDDAC or MEDCEN QACThe QAC is the overall manager

b. Commanders of major medical commands (MEDCOMsjf the MEDDAC or MEDCEN QA activities who plans, organizes,
These commanders are responsible for administration of policies incoordinates, and evaluates QAP functions outlined in the QA plan.
this regulation, the effectiveness of QAPs in their subordinate units,(See para 3-6.)
and for tables of organization and equipment (TOE) units under g MEDDAC or MEDCEN risk managefhe risk manager is the
their command. They will control the extent of patient treatment in overall manager of the MEDDAC or MEDCEN risk management
the TOE treatment facilities. o (RM) program who plans, organizes, coordinates, and evaluates the

c. Commanders of medical department activities (MEDDACS,) risk management functions (para 3-5). The risk manager will also
medical centers (MEDCENSs), and dental activities (DENTACSjcorporate quality control procedures for medical materiel as part

These commanders will— of the overall RM program. (The dissemination of medical materiel
(1) Ensure that a comprehensive QAP is established in compli-quality control information per AR 40-61 is the responsibility of the
ance with this regulation. chief, medical treatment facility (MTF), logistics division.) (See
(2) Appoint a QA coordinator (QAC) and risk manager. (See para 3-7.)
chap 5 for DENTAC.) h. MEDDAC or MEDCEN credentials specialisthere this is a
(3) Ensure development of a prevention, identification, and pro- separate function (not performed by the QAC), the credentials spe-
cedural plan for impaired health care providers (HCPs). cialist will initiate and maintain the provider activity files (PAFs)

(4) Ensure coordination of actions under appropriate regulationsand the PCFs for all MEDDAC or MEDCEN practitioners. There
and the Uniform Code of Military Justice (UCMJ) when necessi- Will be coordination with the QAC and risk manager to assure
tated by findings under this regulation. proper information flow. Upon transfer or permanent change of

(5) Ensure that the credentials committee reviews Reserve Comstation (PCS) of the practitioner, there will be a timely mailing of
ponent (RC) Army National Guard (ARNG), and U.S. Army Re- the PCF (para 4.
serve (USAR) practitioner credentials files (PCFs) and takes action i Community counseling center clinical directofhe clinical

per paragraphs 6-4 and 6-5. director carries out the QAP within the community counseling cen-
d. Chiefs of departments, services, or clinits.their areas of  ter. (See para 8-2.) _ o
responsibility, these chiefs will at least— j- The community counseling center (CCC) clinical consultant.
(1) Retain accountability for all professional and administrative 1"€ CCC clinical consultant will—
functions. (1) Assist the CCC clinical director in the development of the
CCC QA plan.

(2) Develop criteria for granting clinical privileges.

(3) Provide recommendations for granting and renewing clinical
privileges based upon the performance of each practitioner who
practices in that department.

(4) Evaluate and document the credentials and current compe
tence of HCPs not individually privileged.

(5) Evaluate causes for, and participate in response to, untowar
incidents. o ) S _ 1-5. Objectives of the QAP

(6) Serve as a coordinating point by providing information about The objectives of the QAP are to assure that personnel of MED-
hospital and patient care affairs to members of the department. pAC, MEDCEN, or DENTAC—

(7) With the help of relevant support personnel, plan and conduct a. Deliver quality patient care subject to the availability of space

(2) In coordination with the clinical director, assist in the coor-
dination of the CCC QA plan with the MEDDAC, MEDCEN, or
DENTAC QA committee.

_ (3) Develop criteria for clinical privileges of CCC HCPs with the
department, service, or clinic chief appropriate to the profession of
éhe person applying for privileges.

QA meetings of the department. and facilities and the capabilities of the medical and dental staff.
(8) Provide for reports to hospital or dental committees ash. Reduce risk-creating incidents and adverse effects to patients.
follows: c. Improve provider-patient communication and patient

(a) Quality assurance committe®ata concerning clinical QA  satisfaction.
issues to include monitoring and evaluation of quality and ap-d. Enhance coordination and communication among HCPs and
propriateness of patient care. (See also para.p-1 clinical and ancillary services.
e. Improve the HCP screening, selection, and accession process.
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management review, and identification and prevention of medical or
f. Objectively evaluate practitioner performance through perform- dental incidents and risks.
ance-based criteria and other QA information as defined in this €. Exceptions to nondisclosuréhe statute allows disclosure of

regulation. record or testimony to—
g. Educate MEDDAC, MEDCEN, and DENTAC personnel on (1) Federal or private agencies performing licensing or accredita-
QAP requirements. tion functions regarding DOD health care facilities or conducting
h. Enhance the skills and knowledge of practitioners. required monitoring of an MTF or a dental treatment facility (DTF).
i. Consolidate QA efforts into one comprehensive program. (2) An administrative or judicial proceeding commenced by a

pfurrent or former DOD practitioner concerning the revocation, re-
striction, or suspension of the practitioner’s clinical privileges.
(3) Governmental boards, agencies, or professional health care
1-6. Quality assurance education societies or organizations if needed to perform licensing, credential-

Education not only improves the MEDDAC, MEDCEN, or DEN- ing, or monitoring of the professional standards of any present or
TAC clinical, administrative, and ancillary services personnel's un- former member or employee of DOD.

derstanding of QAP objectives and requirements, it also provides ah (Ai)hA hosrf)ita_ll,_ MEDDAC, MEDCENf' or DEINTAcl?f'. or otherf
forum for multidisciplinary discussion of and education on QA nealth care facility to assess the professional qualifications of a

issues. Both successful QA efforts and identified problem areascurrent or former DOD practitioner who has applied for or has been

should be communicated to all elements of the activity. Results Ofgranted authority or e'T‘p'Qym.e”‘ to provide health care services in
or on behalf of such institution.

QA evaluations will be discussed in department, service, and clinic h
meetings. ldentified areas for improvement will be present d.(5) Officers, employees, or contractors of DOD who have need

Trends having educational value or showing a need for changes i |2rcll?d/?n mfobrmatrl]%r: :inmittheed a%rfoé?;?nqze a?tfo:nglrsOﬁcl:(lzflgleilrlngug?f?(;:ers
policies or procedure should be presented. 9, ! ys, ’

claims investigators, criminal investigators, and The Inspector

1-7. Confidentiality statute General._ . - . .

a. Statute.The National Defense Authorization Act for Fiscal . (6) Criminal or civil law enforcement agencies or instrumen-
Year 1987 (Public Law No. 99-661 (PL 99-661), section 1102, title talities if— . . .
10, United States Code (10 USC 1102)) provides that records cre-, (@ They are charged under applicable law with the protection of
ated by or for the Department of Defense (DOD) in a medical or th?bflﬂ)l'cugﬁﬁgg ?er f:éi%/t.ative of such agencies or instrumen-
dental QAP are confidential and precludes disclosure of or testi-,_ - g P g X
mony about any records or findings, recommendations evaluationsta“t'(.es makes a written request that such record or testimony be
opinions, orhactions te:jken lTydthe QA activ(ijty except in limited prc();/;dg?org(r:t?hguprggﬁs haelglrt]r?rcl)zregafte)i/ylgm only with respect to the
situations. These records include any proceedings, minutes, reports,, . ; - : S .
or other records emanating from D(%/Dp QA proggram activities t?wat sgbjectl n an .(la\ollmlnlstrfatlve or judicial proceeding brought by a
are produced or compiled by DOD as part of a medical QAP. TheCrlmlna or civil law enforcement agency.

L . . . ; . f. Secondary disclosurfhe records of the QA activity or testi-
statutory pnwlege.ls designed to improve t.he qua}llty of medlcal mony given concerning the QA process remain confidential and
care by encouraging a thorough and candid medical peer revie

Wurther disclosure may be made only as specifically provided. This
process. . extends to any person or entity having possession of or access to
b. Statute provisionsThe statute— Q%A records or testimony.

(1) Establishes the confidential and privileged nature of QAg peletion of namesAll names included in a QA record, except

j- Reduce medical malpractice cases and claims to the maximu
extent possible.

information. for the name of the subject of a QA action, will be deleted from the
(2) Prohibits disclosure of records and testimony concerning therecord before disclosure outside DOD. The requirement does not
records except in certain circumstances. (8deelow.) apply to releases under the Privacy Act.
(3) Establishes penalties for unauthorized disclosureg (See h. Penalty provisionsPenalties range from a $3,000 fine for a
below.) first offense of willful and knowing disclosure of a QA record to

(4) Provides immunity from civil liability for anyone who, in  $20,000 for subsequent violations. The penalty provisions apply to
good faith, participates in or provides information to a person or any person who makes an unauthorized disclosure of both author-
body engaged in creating or reviewing medical QA records. (Theized and unauthorized releases or who makes further disclosure of
law specifically provides that QA records may not be “subject to the privileged information.
discovery or admitted into evidence. . .” except as provided by i. Disclosure.In no instance will QA records or information be
statute.) The law does not limit access to information in a recordreleased to anyone other than AMEDD personnel in the perform-
created and maintained outside a DOD medical or dental QA pro-ance of their duties without the written approval of the MEDDAC,
gram even though it may be presented to a peer review body andEDCEN, or DENTAC commander. (The commander should con-
become incorporated into a QA record—for example, a patient’s sult with a judge advocate or civilian legal adviser concerning ques-
medical or dental record. tions of releasability.) The following will be included on the

c. Inclusion.To receive coverage under this statute, QA and RM transmittal of any QA document: “Quality Assurance Document
activities will be clearly identified. For example, a commander's under 10 USC 1102. Copies of this document, enclosures thereto,
investigation under AR 15-6 would not normally be a QA function and information therefrom will not be further released under penal-
while a QA investigation using for convenience the format of an AR Ees of the law. Unauthorized disclosure carries a minimum $3,000

15-6 investigation would be. ine.” _ )
d. QA record.A medical or dental QA record is defined as “the j. Processing of requests under The Freedom of Information Act

proceedings, records, minutes, and reports that emanate from” QARFOIA). While QA records are exempt from access under FOIA,
activities. A medical or dental QAP is “any activity carried out Processing of these requests (with legible copies of requested re-
before, on, or after the date of enactment of this section by or forcords) to the appropriate |n|t_|al denial authority (IDA) is required.
the DOD to assess the quality of patient care .” The statute The IDA for these records is TSG.

specifically includes withir} the def[nition of QAI? any activity de- 1_g TOE treatment facilities

signed to assess the quality of patient care carried out or conductegthis paragraph applies to TOE facilities not operating as a fixed,
by |nd|V|qUa|S; MEDDAC, MEDCEN, or DENTAC C.Omm.n:tees; or permanent MTF in peacetime_

other review bodies responsible for credentialing, infection control, ' 5 Ppatient treatment in TOE hospital units not operating with
patient care assessment, medical and dental records, health resourcgfeir complete authorization of TOE personnel and equipment will
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be permitted to the extent authorized by major MEDCOMare and treatment provided to patients.Table 2—1 will be used as a

commanders.

b. The commander of the TOE unit will propose a scope of
practice for the unit, specifying the extent to which the facility will
be operational including proposed staffing during its operation. This
will be submitted to the director of health services (DHS) for the
area of operations.

c. The DHS and the TOE commander will provide a plan that

guideline for frequency of reporting. (The QAC will contact depart-
ments and services not submitting minutes and reports in a timely
manner.)

(5) Problems that are identified and resolutions or opportunities
to improve care will be reported as well as the results of activities
undertaken to improve that care. Problems and issues requiring
further action, together with recommendations, will be reported.

will include the scope of practice and the professional support andldentification of issues not within the province of the reporting

backup required from the fixed MTF. This specific plan will be

forwarded for approval to the major MEDCOM commander, ad-
dressed to the attention of the deputy chief of staff for clinical
services. The major MEDCOM commander will approve, modify, or
correct the plan. The major MEDCOM may delegate approval au-
thority to the DHS.

Chapter 2
MEDDAC and MEDCEN Quality Assurance Program
committees

2-1. Committees
The complexity of committee organization will depend upon the

entity, including logistical and administrative matters, will also be

reported. The minutes, summarizing the MTF QAP activities, to

include conclusions, recommendations, and actions taken, will be
sent to the MTF's executive committee.

Table 2-1
Calendar of QA review and evaluation reports to the MEDDAC or
MEDCEN QA committee

Unit: Alcohol and Drug Abuse Prevention and Control Program
(ADAPCP)
Submit: Feb, May, Aug, Nov.

Unit: Ambulatory care
Submit: Jan, Apr, Jul, Oct.

Unit: Anesthesia

size and composition of the medical staff and the size and missionsubmit: Jan, Apr, Jul, Oct.

of the MEDDAC or MEDCEN. Each separate activity with a Medi-
cal Corps (MC) officer commanding will have a QAP. The follow-
ing QA committees, at least, will be formed:

a. MEDDAC or MEDCEN QA committee.

(1) The QA committee (the executive committee of the clinical
staff)will actively participate in the QAP, assuring that quality care
is being delivered within the MTF and by the separate activities

under its command.Table 2-1 will be used as a guideline for a

Unit: Blood utilization
Submit: Jan, Apr, Jul, Oct.

Unit: Drug usage
Submit: Jan, Apr, Jul, Oct.

Unit: Emergency medicine service
Submit: Monthly.

calendar of reports. Separate activities will also report on a regularUnit: Intensive Care Unit, Coronary Care Unit, and special care units

basis.
(2) The QA committee will—

Submit: Feb, May, Aug, Nov.

Unit: Infection control

(a) Evaluate all practitioners who provide the same patient care Submit: Feb, Apr, Jun, Aug, Oct.

service using the same standards to ensure that care will be of th

same level of quality.

(b) Approve the MTF written QA plan.

(c) Review patient care evaluation, utilization management, and
RM activities to include followup carried out in the MTF.

(d) Have the authority to require corrective action within the
parameters of the MTF’s mission, policies, and programs.

(e) Notify the MTF executive committee when action is not im-
plemented within a reasonable time.

() Integrate and coordinate QA findings, recommendations, and

%nit: Laboratory/pathology
Submit: Mar, Jun, Sep, Dec.

Unit: Medical record
Submit: Feb, May, Aug, Nov.

Unit: Medical staff clinical department
Submit: Monthly.

Unit: Nursing department
Submit: Feb, Apr, Jun, Aug, Oct, Dec.

actions. When problems or opportunities to improve patient care Unit: Nutrition care

involve more than one department or service, the committee will

communicate information among departments or services. (See par

3-6c)
(g9) Report pertinent findings to the credentials committee.

Submit: Mar, Oct.

Bnit: Occupational therapy

Submit: Jan, Apr, Jul, Oct.

(h) Determine the overall effectiveness of the QAP at leaghit: Physical therapy

annually.

(i) Identify resources to implement an effective QAP.

(j) Perform executive committee of the medical staff functions
per Joint Commission on Accreditation of Healthcare Organizations
(JCAHO) medical staff standards.

(3) The exact composition of the committee should be deter-
mined by the commander. However, the committee will consist of a
majority of physicians; the chief, department of nursing or repre-
sentative; the chief, patient administration division (PAD), and/or
the medical record administrator; and the QAC. A physician will

serve as chairperson. This committee minus those not privileged

Submit: Jan, Apr, Jul, Oct.

Unit: Radiology/nuclear medicine
Submit: Feb, May, Aug, Nov.

Unit: Respiratory therapy
Submit: Mar, Jun, Sep, Dec.

Unit: Safety
Submit: Mar, Sep.

Unit: Social work service
Submit: Feb, Aug.

may, based on individual facility needs, act as the credentials com-Unit: Surgical case review

mittee (seeb below).
(4) Copies of all minutes and reports from all QAP activities will
be submitted to the MTF QA committee for review, analysis, and

further action as necessary. These minutes will contain findings

from ongoing monitoring and evaluation of the appropriateness of
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Unit: Utilization management
Submit: Monthly.

b. Credentials committee.



(1) The role of this committee is to recommend to the com- recorded in the committee minutes. Voting by nonpermanent mem-
mander the clinical privileges of practitioners serving within the bers of the committee is restricted to the determination of privileges
MEDDAC or MEDCEN and subordinate clinics and facilities. This to be granted to the members of their respective discipline. Dis-
will include ARNG and USAR members.The committee will also qualified members will not vote (para 4%9)).
recommend whether practitioners in conditional status should be (9) While it is important that time limits reflected in this and
separated or released from active duty or employment. The commitsubsequent chapters are met, no rights will accrue to the benefit of
tee will establish a mechanism to review credentials and to grantan affected practitioner in an otherwise proper action based solely
clinical privileges under procedures outlined in chapter 4. on any committee’s failure to meet such time limits.

(2) The committee chairperson will keep and control the reports (10) The credentials committee will evaluate the quality of care
of the committee and the PCFs. Reports and recommendations oprovided by any HCP as requested by the MTF commander.
this committee will be sent directly to the commander. Local com- ¢. RM committee. (See para 35
mittee privileging recommendations relating to the MEDDAC com- (. Nursing QA activities committee. (See app C.)
mander and deputy commander for clinical services (DCCS) will be e Nutrition care division QA committee. (See app D.)
forwarded to the regional MEDCEN commander for approval. For occupational therapy and physical therapy QA activities com-
the MEDCEN commander and DCCS, the recommendations will be mittee. (See app E.)
sent to the MEDCOM commander for approval. Recommendations
relating to the major MEDCOM commanders and Deputy Chiefs of 22, Committee activity and reports
Staff for Clinical Services will be sent to Headquarters, Department  a. The activity of the QAP committees will be an ongoing proc-
of the Army (HQDA) (SGPS-PSQ), 5109 Leesburg Pike, Falls ess. Each committee will keep minutes of each meeting. Generally,
Church, VA 22041-3258. all minutes will include the following:

(3) The credentials committee should normally be composed of (1) Date of the meeting and the time it began and ended.
at least the following physicians or designees: The chief of medi- (2) Attendance (those required to attend, and those who did or
cine; the chief of surgery; the chief of primary care and/or commu- did not attend, also their professional positions).
nity medicine or the chief, family practice, as appropriate; and the (3) The content of all discussions (divided into old business and
DCCS. The commander may select for the committee any otherew pusiness). Topics of discussion will be highlighted by using
appropriate personnel. o uppercase and underlining. Discussions will cover patient care eval-

(4) When the committee acts upon the privileges of members ofyation and fallout evaluation from occurrence screening and results
other disciplines, or upon the privileges of an HCP as requested b¥from other required QA activities; for example, surgical case review
the commander ((9) below), the director or chief of that departmentqor plood usage review.
or service or designated corps representative, will also be a member (4) Conclusions (findings), recommendations, and actions taken.
of the committee. The DCCS or designated physician representatives jssuyes are deferred to another meeting, followup will be docu-
will serve as chairperson. The chairperson may request a legalnented in the next minutes. (Issues will remain on committee agen-
adviser (nonvoting). When individual committee members, to in- gas yntil resolved.)

clude the chairperson, are being evaluated for granting or restricting (5) Authorized signature; that is, chairperson or designated
of privileges, they will not serve on the committee for that portion gernate.

of the meeting. _ b. Formal minutes will not (except for the credentials committee)
(5) The credentials committee meets formally or on call. The refer 10 a case in a way that will allow a patient or any of the HCPs
frequency of meetings will be determined by the commander andaiending him or her to be identified (for example, social security
committee workload. Committee meetings will be timed to permit ,,mper (SSN), patient's register number, or physician’s name). A
thorough appraisal of practitioners’ credentials and prevent expira-reference number to allow for tracking will be used. The credentials
tion of privileges. ) ] ] - committee minutes will give the names of the practitioners consid-
(6) Announcement of these sessions will be made in writing N gred pefore the committee and the determination of their respective
later than 5 working days before the planned meeting date. DirecClgjinical privileges (approval, suspension, restriction, or revocation).
notification will be made to those practitioners who will be evalu- For the risk manager’s reports or committee minutes, see paragraph
ated to update their credentials and make the privileges request gy
available to the committee before the meeting. (A practitioner arriv- . committee minutes will be kept per AR 25-400.2, file number
ing at a new duty station must apply for clinical privileges immedi- (FN) 15-1a. Notes and other working papers will be safeguarded:
ately but in no case later than 5 duty days.) An on-call session Ma%hey are to be available only to the MTF QA committee and offi-

be scheduled by the chairperson— . cially concerned personnel. The appropriate committee chairperson
(2) To evaluate requests for additional privileges. or QAC will be consulted before any records are made available.
(b) To evaluate the credentials of new practitioners to include all These notes and working papers will be destroyed as sensitive
RC practitioners requesting privileges. documents when the evaluation is completed; they will not be kept
(c) To reevaluate practitioners who are in probationary or restric- 35 supporting papers for review by higher headquarters or other
tive categories of professional activity. agencies. Department or service QA monitoring reports using estab-

(d) To consider or make recommendations to the MEDDAC or [ished criteria will not be considered working papers. These reports
MEDCEN commander that a practitioner’s privileges be suspended,will be sent to the QA committee. (See para #4).)
restricted, or revoked. d. The committee chairperson will be responsible for developing
(e) When directed by the MTF commander. an agenda of items to be discussed, based on the priority of issues
(7) The committee will not recommend action on a practitioner presented. The published agenda for the meeting should be provided
unless a quorum of members eligible to vote is present. A workingto the membership no later than 3 working days prior to the sched-
quorum is defined as greater than 50 percent of the voting memberuled meeting. An information copy of approved minutes will be
ship. Voting will be carried out by secret ballot. All members of the provided to each committee member.
committee must either vote yes or no. No abstentions are permitted. e, If statements are made in committee minutes concerning a
If a member believes he or she should be disqualified from consid-standard of care, the portion of the minutes dealing with this issue
eration of a given individual, the member will provide the chairper- will be shared with all practitioners to whom it pertains through
son with the reason. If excused by the chairperson, the member wilkheir departmental meetings.
be absent from the committee while that individual is under consid-
eration and during the vote. 2-3. Impaired provider ad hoc committee
(8) The total vote cast yes or no in a particular case will be a. The role of this committee is to recommend to the commander
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the management of HCPs impaired by medical or psychiatric prob-derived from departmental, service, and clinic monitoring and evalu-
lems including drug or alcohol abuse or dependence and emotionahtion is shared with other departments, services, and clinics, as
and behavioral disorders (chap 7). The committee will— appropriate.
(1) Develop a plan that will incorporate elements of prevention c. A written plan will be prepared for the MEDDAC, MEDCEN,
of impairment among HCPs, to include education for all HCPs on or DENTAC QAP that describes the program’s objectives, organiza-
impairment and well-being issues. tion, scope, and mechanisms for overseeing the effectiveness of
(2) Recommend procedures for management of impaired HCPsMmonitoring, evaluat_ion, and problem-solving activities. As_ part of
(3) Evaluate evidence of impairment of HCPs reported for alco- the annual reappraisal of the QAP, the QA plan and effectiveness of
hol or drug abuse or dependence. QA activities of all clinical departments, services, and clinics will be
(4) Make recommendations regarding the restrictions on clinical evaluated. _ . _
practice of impaired HCPs. Recommendations on practitioners will d- Al clinical departments, services, and clinics are responsible
be sent to the credentials committee; recommendations on all otheréor monitoring and evaluating the quality and appropriateness of the
will be sent to the commander. care or services they provide.
(5) Monitor the progress of impaired HCPs during treatment and 3-2. Monitoring and evaluation process

aftercare. _ _ Clinical department, service, and clinic monitoring will be ongoing,
(6) Make recommendations regarding the phased return to full oriteria-based, planned, and systematic. They will normally include
clinical practice after treatment. _high volume, high risk, high cost, and problem-prone patient care
b. When impairment is due to drugs and/or alcohol, the commit- activities. The essential steps in monitoring and evaluation include
tee will review input from treatment, the CCC staffs, the duty the following:
supervisor, and the involved department chief. The committee will 5 Assign responsibilityThe chief or director of the clinical de-
monitor the HCP’s return to clinical practice. (For civilian disclo- partment, service, and clinic is responsible for its monitoring and
sure, see AR 600-85, para 56 evaluation activities. This person identifies and defines the responsi-
c. In cases of medical or psychiatric impairment, the committee pjlities of others in the department and ensures that these responsi-
will review statements of progress and recommendations from bothpilities are fulfilled.
the HCP’s physician and duty supervisor and recommend appropri- b. Define the scope of care or servivéhere direct patient care
ate actions. services are provided, this step involves identifying diagnostic and
d. When an impaired HCP from a particular department is dis- therapeutic modalities used as well as ascertaining the types of
cussed, the department chief of that individual will also be invited, patients served. HCPs then identify the patient care services they
and should be present at the meeting. provide and the clinical activities they perform.
e. When a medical evaluation board (MEB) results in a profile c. Identify aspects of carédentify important aspects of care or
limitation or separation, the board should be reviewed for impact onservice for purposes of monitoring and evaluation.
practitioner privileges. If the practitioner is unable to perform fully  d. Identify indicators.An indicator is a defined, measurable di-
in his or her granted privileges, appropriate restrictions of privileges mension of the quality or appropriateness of an important aspect of

will be recommended. care or service. It specifies the patient care activities, events, occur-
f. The committee members will be designated by the commanderrences, or outcomes that are to be monitored and evaluated in order

and should, when possible, include at least— to determine whether those aspects of patient care conform to cur-
(1) The CCC clinical director or the clinical consultant. rent stqnd_ards of acceptable _practi(_:e; for exarr_]ple, appropriateness
(2) Representatives from the departments of psychiatry and nur-Of admission to coronary or intensive care units.

sing(clinical nurse specialist recommended). e. Establish thresholds.

(3) A recovering impaired HCP with at least 2 years’ recovery. (1) Thresholds are pre-established levels or points which, when
g. The committee chairperson will ensure that members receive®ached, will trigger intensive evaluation. Monitoring data collected
appropriate training to assume the responsibilities of the committee for each indicator will not necessarily lead to a conclusion about the

The committee will meet as necessary to accomplish its requiredduality and/or appropriateness of care. As data is collected over a
functions. series of cases or events being monitored, a pre-established level or

point in the cumulative data should be reached that will trigger

intensive evaluation. This threshold initiates the evaluation to deter-

mine whether an actual problem or opportunity exists to improve

Chapter 3 ca(rgj (IéAII cases olr e\t/ﬁntsthwill rEJeldre;/iewed Iin :_his ev?ILigtiont.) "
: or example, the threshold for evaluation relating to the
Quality Assurance Program wound infection rate indicator may be set at 2.5 percent. Because a
3_1. General certain percentage of wound infections are not preventable even

a. The QAP involves an ongoing process to monitor and evaluateWith the b_est of_ care, practitior)ers may find it_ unproductive to _
objectively and systematically the access to and quality and ap-€valuate intensively the quality of care until the threshold is
propriateness of patient care, pursue opportunities to improve patienféached.

care and clinical performance, and resolve identified problems in (3) Although many thresholds may be set at levels other than 0
care and performance or 100 percent, some events or occurrences are So Serious or so rare

(1) Quality is the degree of adherence to generally recognizedthat it is not appropriate to accumulate a series of cases or events

standards of good practice and achievement of anticipated outcomegeffor(e: I(Tvatluatldng. | datDat lecti il b ing. Dat
for a particular service, procedure, diagnosis, or clinical problem. - “O!€ctand analyze datalata coliection will bé ongoing. Data

(2) Appropriateness is the extent to which a particular procedure,wi" be compared with the pre-established criteria and the informa-
treatment, test, or service is efficacious and clearly indicated for thetlonf analyzed to detect poten_tlllal_ p:oblems, trends, and pl_att_erns of
patient. performance. Data sources will include but need not be limited to

(3) The components of the QAP are— the medical record, medication order forms, incident reports, radiol-
Patient P luati ogy and laboratory reports, infection control reports, surveys and
(a) Patient care evaluation. guestionnaires (patient satisfaction or complaints), external peer re-

(b) Credentials review and privileging. _ view reports, observation of personnel or patients, utilization man-
(c) Utilization management to include access to patient care. agement findings, and RM trending information.
(d) RM. g. Take action on problemdake actions to resolve identified

b. The QAP is the means by which the components are integratechroblems in care and performance or pursue opportunities for excel-
throughout the MEDDAC, MEDCEN, or DENTAC. Information |ence. To be effective, corrective action will be appropriate to the
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cause of the identified problem. A plan of corrective action should 1. In the audit of anatomic pathology peer review, the tissue
identify who or what is expected to change; who is responsible forreview will be accomplished on the basis of routine, periodic, timely
implementing action; what action is appropriate, and when change issampling of at least 10 percent of all surgical cases from which the
expected to occur. tissue samples have been submitted; as close as is possible to 100
h. Assess the actions and document improver@amtective ac- percent review should be sought.
tions will be monitored until there is evidence that the problem has 2. Peer review of all permanent tissue sections will be accom-
been resolved. Monitoring and evaluation activities will also con- plished in a timely manner, as befitting the respective individual
tinue to ensure that problem resolution or improvement is sustainedglinical situation. Peer review of all frozen section diagnoses will be
although the timeframe of data collection or evaluation may be done immediately in any case where major surgery or disfigurement
changed. The results of continued monitoring and evaluation activi-is predicated upon that diagnosis. Where procedures are necessitated
ties will be documented to provide a record of the efficacy of the at a time when staffing does not exist for immediate peer review of
monitoring and evaluation process. frozen sections, a review of permanent sections will be made as
i. Communicate informationRelevant findings from monitoring soon as possible and specifically noted in the audit report.
and evaluation activities will be disseminated throughout the MTF, (d) Invasive procedure reviewvasive procedures with potential
as appropriate. The information will be used in the reappraisal of morbidity will be reviewed for quality and appropriateness. Such
practitioners for granting or denying clinical privileges (paraef—8 procedures will include endoscopies, invasive radiologic procedures,
and in the performance evaluation of other HCPs. Where findingsand cardiac catheterizations at a minimum. Review will include
have significant applicability outside the facility, they will be com- comparison of pre- and post-procedure diagnosis and pathologic
municated to the major MEDCOM. diagnosis; adverse or unexpected patient reactions and will address
j. Reports.Department or service QA activities, findings, conclu- patient notification of results.
sions, recommendations, actions taken, and results of actions taken (3) Blood usage review.
will be reported to the MEDDAC or MEDCEN QA committee as (&) The appropriateness of all transfusions of blood and blood
shown in table 2-1. (See table 5-1 for DENTACSs.) In small, non- components will be reviewed using clinically valid screening crite-
departmentalized MTFs, MTF-wide monitoring and evaluation may fia. When blood usage review consistently supports the justification

be performed. and appropriateness of blood use, the review of a random sample of
cases is acceptable. (The justification and appropriateness of blood
3-3. Patient care evaluation use will be well documented and based on the screening criteria.)

The effectiveness of the patient care evaluation functions will be Evaluations will include at least—

reviewed as part of the annual reappraisal of the MTF QAP and 1. Blood component use.

considered during the biennial practitioner privileging process. 2. Each confirmed transfusion reaction, to include clinical man-
a. Medical staff functionsThe medical staff will monitor and  agement. Possible transfusion reactions must be defined by the med-

evaluate the quality and appropriateness of patient care and thécal staff.

clinical performance of all practitioners through— 3. Justification for services. Evaluate crossmatch-to-transfusion
(1) Meetings.Monthly meetings of clinical departments or serv- ratio; compare type and screen versus type and crossmatch. Single

ices to consider findings from ongoing monitoring activities. unit transfusions need not be reviewed on a routine basis except
(2) ReviewsSurgical case review, audit of autopsy reports, ana- where identified as a part of the monitoring and evaluation program.

tomic pathology peer review, and invasive procedure review. The director of the blood bank will report any suspected abuse or

(a) Surgical case revievBurgical case review will be performed problem to the QA committee. .
monthly and include all surgical procedures performed in the operat- 4. Adequacy of medical staff approved policies and procedures
ing room, all ambulatory surgery, and all major invasive diagnostic relating to the distribution, handling, use, and administration of

procedures; for example, bronchoscopy and colonoscopy. blood and blood components. (The b!OOd bank standar(_js in FM
1. Pre-operative, post-operative, and pathologic diagnoses will be8—70/AFR 160-24/NAVMED P5120 will be used for guidance.)
compared and discrepancies evaluated. Policies and procedures will be reviewed annually.

2. Each case in which no tissue or nondiagnostic specimens are 5. Adequacy of ordering practices for blood and blood products.
removed will be evaluated for the acceptability of or the need for 6. When sampling is used, all evaluatioris through Sabove)
the procedure. must be accomplished. Sampling must be statistically representative
3. The pathologist and medical staff will develop a list of speci- Of cases and departments or services.
mens that do not require tissue review; for example, those resulting . (b) Examples of screening criteria that may be used are transfu-
from newborn circumcision; tooth extraction performed in a hospital SIONS given— _ _
operating room, provided the anatomic name or anatomic number of 1. In elective surgery cases where preoperative hemoglobin
each tooth, or fragment of each tooth, is recorded in the medical®duals 9 gm or higher (Hct 30 percent or higher).
record; removal of foreign bodies; or cataract extraction. Cases 2- 10 patients with severe anemia without active bleeding where
requiring more intensive evaluation should be identified and specifi- N€moglobin was 7.5 gm or higher (Hct 24 percent or higher).
cally documented in committee minutes. 3. For active bleeding where estimated blood loss was docu-
4. When surgical case review consistently supports the justifica- mented at less than 500 cc.
tion and quality of individual surgical procedures, the review of an (4) Drug use review. _ )
adequate sample of cases is acceptable. When sampling is em- (a) This review is designed to evaluate prophylactic, therapeutic,

ployed, criteria that define appropriateness of or indications for @1d empiric use to ensure that all drugs including antibiotics are
surgery will be defined and uniformly applied. used in accordance with guidelines that address appropriateness,

5. All cases in which discrepancies have been identified will be Saféty, and evaluation of effectiveness. Monitoring and evaluating
evaluated through peer review. will be performed in cooperation with the pharmacy service, depart-
6. When surgical case review is performed for practitioners who ment of nursing, and other departments and services, as appropriate.

are not members of the department of surgery, department chiefs of (sz To determine classes of drugs for review, consider whether
the affected practitioners will have access to MEDDAC or MED- el Sg%z ?rrleﬁgh volume
CEN comparative data for procedures under review. ' S - .

(b) Audit of autopsy reportsThe premortem and postmortem .2'.;.(“0‘;"?1 fr(l)tw !“Ed'ca' literature (empiric studies) to pose a
clinical diagnoses and the presumptive and final autopsy diagnoseé'gnI Icant health risk.

will be compared for all autopsies. Disagreement among them will _S: Known or are suspected to have a high incidence of adverse
be evaluated. reactions with significant health risk.

- : . 4. Known to cause or be suspected of causing drug interactions
(c) Audit of anatomic pathology peer review. with significant health risk.
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5. Used in patients who may be at high risk for adverse reactionsreactions. All significant untoward drug reactions will be docu-
because of age, disability or metabolic characteristics. mented and reported as required by AR 40-2.

6. Known to be or are suspected of being especially addictive. b. Anesthesia reviewlhis review includes all important aspects
Also consider any significant drug issues identified through the of anesthesia care in any department or service of the hospital,

infection control program or other QA activities. including surgical, obstetrical, emergency, ambulatory, and special
(c) Examples of antibiotic screening criteria that may be used areprocedure units. In addition to implementing appropriate profes-
as follows: sional or specialty standards; for example, the standards adopted by
1. Failure to start using prophylactic cephalosporins 2 to 4 hours th_e American Society of Anesthesmloglst_s, c_I|n|(_:aIIy valid criteria
preoperatively in elective surgery. will be generated for at least the following indicators:
2. Receipt by a patient of two or more antibiotics concurrently or (1) Appropriateness of choice of anesthetic agent.
five during a hospitalization. (2) Appropriateness of decision to reintubate.
3. Prophylactic use on a patient 72 or more hours 3) Approprlatgness of length of stay in recovery room. .
postoperatively. (4) Appropriateness of pre- and post-operative visit

4. Antibiotic use not based upon laboratory culture angocumentation. .
sensitivity. (5) Anesthesia-related delays in surgery.

(d) Drug dispensing errors, drug administration errors, and unto- (6) Compliance with infection control policies and procedures.

ward reactions associated with administered intravenous additive (7) Anesthesia complications and management.

solutions will be properly documented and routinely reviewed as a - Emergency medical services (EM(See para 3-7 for use of
part of ongoing pharmacy and nursing QAPS. occurrence screens.) Also, the quality and appropriateness of care in

(e) Drug prescription errors by practitioners will be documented ?)?am;jgsr Ejfnﬁ:i(;)iz;tg:stg?eEMs will be monitored and evaluated.
and reviewed (para 4a)). L

(5) Medical record reviewThere will be a system for selection (1) Adhgrence to protocols or crjteria f(_)r handling emergencies.
of records for review ’ (2) Review of culture results with patient followup to ensure

. appropriateness of therapy.

(@) Inpatient treatment re_cords (lT.RS)' - . . (3) Comparison of the final x-ray report with the initial interpre-

1. A sample of records will be reviewed for clinical pertinence; ation by the emergency room (ER) physician
that is, the degree to which the ITR reflects the diagnosis, results of (4) Review of ambulance records for appropriateness of treatment
diagnostic tests, therapy rendered, condition and in-hospital progress,\* (o \+e
of the patient, and con_dmon of the patient at dls_charge. 'TRS will (5) Compliance with infection control policies and procedures.
also be reviewed for timely completion. ITRs will be considered (6) Review of referrals
com_plete _when the req_uwed contents are ass_embled a'.‘d signed. d. Ambulatory careThe commander will designate the practi-
R‘?V.'ew ‘.N'" b_e_gccomphshed in coordination W.'th the patient ad- tioner responsible for assuring that QA activities are implemented.l-
ministration division (PAD), department of nursing, and other de-

¢ i d . it ndicators will include at least—
partments and services as appropriate. (1) Appropriateness of diagnosis, treatment, and followup of

2. Sampling will represent the full scope and practice of the frequently seen disease entities.

MTF, reflect special attention_ to high-volume and _high-risk diag- (2) Appropriateness of outpatient care provided pre- and post-
noses and procedures, and include a representative sample of "’Wospitalization for patients with chronic illnesses.

practitioners within a 12-month timeframe. (See AR 40-66, chap 7.) (3) Followup of abnormal diagnostic tests.

(b) Medical record delinquencies\t a minimum, the following (4) Availability or radiology, laboratory, and pharmacy services,

delinquencies will be identified: o ~and the availability of the results of such services in a timely
1. History and physical not done within 24 hours after admission. manner.

2. Operative report not dictated within 24 hours of the comple-  (5) Control and monitoring of patients on anticoagulants.

tion of surgery. (6) Compliance with infection control policies and procedures.

3. Narrative summary not dictated within 4 working days of  (7) Appropriateness of appointment scheduling (including ba-
patient discharge. cklogs)based on the patient's condition.

4. ITR cover sheet (worksheet) not completed within 4 working  (8) Followup of patients referred to other facilities to determine
days of patient discharge. that assessment was accomplished in a timely manner.

5. ITRs not completed within 30 days of discharge will be attrib-  (9) Followup of the return of OTRs to the servicing MTF to
uted to either an individual or an institutional problem. Summation include x-rays of patients referred to other facilities.
of medical record delinquencies data will be reported on a quarterly e. Special care unitsA review of indicators will include at
basis to the QA committee. Appropriate data will be entered into theleast—
PAF. (1) Appropriateness of admission to the unit (defined by written
(c) Outpatient treatment records and health recor@sitpatient criteria).
treatment records (OTRs) and health records (HRECs) will be re- (2) Appropriateness of medications and treatment ordered and
viewed for clinical pertinence and completeness; that is, appropriategiven.
documentation of visit or episode, up-to-date problem list, and diag- (3) Appropriateness of request for consultations.
nostic test results filed. (See AR 40-66, chaps 5 and 6.) (4) Availability of necessary physician and supporting staff.
(6) Pharmacy and therapeutics monitorifigharmacy and thera- (5) Orientation and education programs.
peutics monitoring is performed in cooperation with the therapeutics f. Other departments and servicdhere will be ongoing review
agents board (TAB), pharmacy service, department of nursing, andand evaluation of activities that are integral to the routine provision
other departments and services as required. The monitoring include®f patient care. Critical indicators and criteria, together with thresh-
at least— olds, will be developed by each department and service for the
(a) The development or approval at least annually of policies and monitoring of patient care. Review and evaluation of preventive and
procedures relating to the selection, distribution, handling, use, andoccupational medicine services will include activities integral to
administration of drugs and diagnostic testing materials. patient care and those that may impact on patient care or human
(b) Review of the drug formulary. health. (See chap 5 for DENTAC, app C for department of nursing,
(c) Evaluation and approval of protocols for use of investiga- @PP D for nutrition care division or directorate (NCD), and app E
tional or experimental drugs, if not accomplished through a clinical for occupational therapy and physical therapy activities.)
investigations committee.

(d) The definition and review of all significant untoward drug 4. Utilization management and access to care

The QAP must not only improve the quality of medical and dental
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services delivered, it must also ensure access to care and appropriate (1) All serious adverse events, whether or not they are compensa-
allocation of the MEDDAC, MEDCEN, or DENTAC's resources by ble, will be promptly investigated by priority as established by the
striving to provide the most quality patient care possible in the mostrisk manager.
cost-effective manner. Where specific services cannot be mad@) A system will be implemented that identifies all adverse
available, HCPs will be kept informed of the alternative resources. events. An adverse event occurs when a patient suffers any uninten-
(Utilization management can create artificial constraints; however, ded or unexpected negative result during patient care. Immediate
quality patient care will not be compromised.) action will be taken to ensure that the patient is protected from
a. Utilization management plamA written plan for utilization additional injury and to mitigate the untoward effects of the event.
management will be prepared to define goals and plans for the yearThe patient will be informed by the primary provider of the effects
The overall effectiveness of utilization management will be evalu- of the event on his or her health and the prognosis.
ated annually. The plan will include at least the— (3) When an adverse event occurs, the person in charge of the
(1) Authority and responsibility of those involved in the perform- activity where it occurred will ensure that DA Form 4106 (Quality
ance of utilization management activities to include correctif\surance/Risk Management Document) is prepared and submitted

action. to the head of the department, service, or clinic within 24 hours of
(2) Description of the methods for identifying utilization-related the occurrence. If death or _Il_fe-threatenlng injury has occurred, the
problems including monitoring activities. commander will also be notified. DA Form 4106 will be forwarded

the risk manager as soon as possible but in no case later than 48

ours.

(4) Reports of incidents occurring during weekends or holidays
will be submitted by 0800 the first normal workday. The report will
be factual and objective, giving full details in a concise manner. It
will_not contain any analysis or speculations about the cause of the
Hi¥erse event. The chief of the department, service, or clinic con-
cerned will ensure that corrections and followup are made. Each
adverse event that requires physician or dentist analysis and RM
WYintervention will be discussed with the chief of the department,
service, or clinic concerned.

(3) Authority and responsibility of departments, services, a
clinics in utilization management.

(4) Required reporting to the QA committee.

(5) Discharge planning mechanism. Criteria for initiating dis-
charge planning will be developed to identify patients whose diag-
noses, problems, or psychosocial circumstances usually req
discharge planning.

(6) List of diagnoses, diagnosis-related groups (DRGSs), proce-
dures planned for monitoring, monitored equipment, and a summa
of expected conformance of policies with current requiremenmts (

below). _ N (5) DA Forms 4106 are QA documents (para 1-7) and accessible
b. Review and assessmefibe following are parts of utilization 5 authorized persons only. The forms will be maintained in the risk

management: ) ) o . _manager’s office per AR 25-400-2, FN 40-407a, and will never be
(1) Planned review of care received by inpatients with excessiveplaced in an ITR.

lengths of stay for diagnoses, DRGs, or procedures. Average lengths (6) Additionally, all adverse events related to a patient's condi-

of stay will be specified by the MTF. tion and treatment will be entered on SF 509 (Medical Record—
(2) Review of the accessibility or availability and alternate use of Doctor's Progress Notes) and any other pertinent medical records.

ambulatory care services; for example, outpatient versus inpatientrhe entry should describe any evidence of patient injury and what

treatment. ) ) _ action was taken for the patient. It should not conclude that an
(3) Effectiveness of discharge planning. adverse event or accident occurred. Reports of other than patient
(4) Use of supplemental care. care adverse events will be reviewed by the safety officer. Such

(5) Impacts of administrative actions (such as use of leaves andeports will also be referred to other appropriate personnel.
passes, scheduling, subsisting elsewhere, and scheduling medical c. Handling of medical records.
boards or requests for assignment instructions). (1) In all cases of potential compensable events (PCEs) or Fed-
(6) Review of the long-term patient roster. The roster (AR 40-3) eral tort claims, original medical or dental records will not be
will be reviewed each month to determine the appropriateness ofreleased directly to the patient or his or her authorized representa-
medical and administrative management. U.S. military patients whotive. The medical or claims judge advocate (CJA) or U.S. Army
are unlikely to return to duty will be administratively processed Claims Service (USARCS), as appropriate, will release copies of the
promptly and referred to an appropriate health care facility. records. (This does not apply to cases where the claim is being filed
(7) Review and justification of all cases of RC personnel who are With an individual or agency outside the U.S. Government.)
receiving incapacitation pay and/or continued treatment after the end (2) Original records will not be released unless requested by a
of the training period. Gover_nment attorney defending th_e United States in a malpractlt_:e
(8) Review and assessment of resource utilization statistics onl@Wsuit. Any such request for medical or dental records must be in

accessibility of care, personnel and staffing, and volume of careWriting, specifying the dates of treatment and the names of the
actually delivered to patients. MTFs or DTFs involved. The records will be released only per AR

; P it ; 340-21 and AR 27-20. Release of medical or dental records is
hié?cc?sﬂaggtlir(re?\/:aer\llr (gt/ep;rlgqg/’olésénrilg égrst)e?izlfment on any limited to records defined in AR 40-66 and listed in tables 5-1,5-2,
(10) Annual assessment of high-cost equipment that is over 1051 and 7-1 therein. . . S
years of age. (3) Records kept by various departments,_serwces, an_d clinics in
an MTF or DTF (for example, x-rays, wet tissue, paraffin blocks,
3-5. Risk management program microscopic slides, surgical and autopsy specimens, tumor death
a. RM program.An RM program provides for accident and in- '€POrts, and fetal monitoring strips) will not be released unless
jury prevention and the reduction of the cost of claims and other'€duested by the Litigation Division of the Office of The Judge
financial losses. It encompasses not only the reduction of financialdvocate General (OTJAG), or USARCS. When these records are
loss to the government but the reduction of risk to patients presentegPecifically requested by the patient or his or her representative,
for diagnosis and treatment, and to visitors, family, and MTF per- granting suc_h_ requests will b_e dlscretlonary_wnh _the CJA or
sonnel. Events will be reviewed that present patient risks althoughUSARCS' Original x-rays, paraffin blocks, and slides will not be
they may not present a risk of financial loss because of ineligibility, released.

expiration of a statute of limitation, or fortuitous lack of damage. () When medical or dental records are needed for treatment
Overall effectiveness of the program will be reviewed with the QA PUrPoses elsewhere, copies or appropriate extracts will be furnished.
committee chairperson at least quarterly Prior to the disposition of these records to the National Personnel

b. RM program implementatiodn RM program will be imple- Records Center (NPRC), USARCS, or Litigation Division, OTJAG

mented at every MEDDAC, MEDCEN, and DENTAC (DAJAI_LdTT)’ WASH, DC 20310-2210, (AV 225-6435) will be
! ! ' consulted.
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(5) Special attention will be given to the handling of medical or accident prevention. Competence may be evidenced by appropriate
dental records involved in litigation or adjudication to ensure ac- education or by 1 year of practical experience in health care risk
curacy and correlation of evidential documentation. The practicesmanagement. The risk manager will—
below will be followed. (1) Be a member of the RM committee.

(a) Prior to any action (for example, photocopy; release to local (2) Direct the RM program and report to the QA committee when
CJAtransmittal to Litigation Division, OTJAG; or response to sub- RM functions are performed by other QAP activities.
poena), the original medical or dental record will be reviewed for (3) Screen adverse events in order to determine whether or not
completion by PAD or the DENTAC and assembled in the appropri- they require physician analysis and RM intervention.
ate order prescribed in AR 40-66. Assembly will include the attach- (4) Notify the CJA within 24 hours of identifying a PCE and
ment of all undersized reports (x-ray reports, laboratory reports, coordinate further review.
electrocardiogram (ECG) tracings or special tracings) to their re- (5) Seek guidance from the CJA regarding explanations of and
spective display or mounting sheets. discussions about the circumstances surrounding the event between

(b) Medical or dental records involved in litigation or adjudica- staff members and the patient or his or her representative.
tion require special safeguarding in PAD and will be maintained (6) Serve as point of contact within the MTF for arranging,
separately. Complete records filed separately will be accounted forscheduling, and coordinating interview of MTF personnel by the
in the central file area with a charge-out guide. Portions of recordsCJA or representatives of the USARCS.

(for example, reports of special examination) maintained separately (7) Systematically analyze internal hospital data sources (incident
will be cross-referenced by an annotation in the basic record (forreports, medical records, patient care evaluation activities, patient
example, on SF 600(Health Record—Chronological Record of Med- complaints, and so forth) to identify problems and PCEs and deter-
ical Care)). (See AR 40-66, para BJ5 mine if adverse events could have been avoided. Other reports such

(c) Reproductions must be legible (that is, the print will not be as Inspector General reports will also be used, as authorized by
blurred or too light to read). Words and portions of words will not applicable regulations (for example, AR 20-1).
be cut off because of improper positioning of the original copies in  (8) Maintain data ¢ below) including QA investigative reports
the copying equipment. There will be a photocopy page to corre-On adverse events and claims. (See para 4-13.) These data will not
spond to every original page.All pages will be numbered consecu-be maintained by the patient's name. They should be maintained
tively regardless of the number of hospitalizations. (Numbering will and cross-indexed by date, department or service, or type of event;
be done prior to copying.) for example, failure to diagnose cancer. Report appropriate informa-

(d) PAD will be the only office in the MTF where official (au- tion concerning medical malpractice claims and settlements.
thenticated) photocopy of a medical record may be made for pur- (9) Coordinate with the QAC.
poses cited ifa) above. (10) Incorporate quality control procedures for medical materiel

(e) If medical or dental records are released to CJA or USARCS, complaints as part of his or her overall risk management. (The chief,
PAD will append a list to the record identifying signatures and Ioglstlc_;s d|V|S|(_)n is responsible for the dissemination _of_ medical
initials appearing in the record. To ensure the capability of identify- Materiel quality control messages under the provisions of AR
ing authorship of documentation, signature and initial verification 40-61) . _ _ o
lists will be maintained for practitioners involved in medical or (&) The risk manager must coordinate with the chief, logistics
dental record documentation. These lists should be recorded on DAJIVision on all medical materiel problems involving potential Gov-
Form 4700 (Medical Record—Supplemental Medical Data), and €rnment liability ( below). _ _
filed in the patient's medical or dental record. (b) The chief, logistics d_|V|S|on_, will ensure that the rlsk_r_nanager

(f) Copies of all correspondence concerning the case will be and department and service chiefs are immediately notified of all

appended to the record. Copies of correspondence will also beProduct liability complaints. A followup mechanism will be estab-
maintained by the CJA. lished by the chief, logistics division, to ensure that appropriate

(g) When medical or dental records have been retired to the action has_ b(_een taken on each complaint and that patient safety has
NPRC, the CJA or USARCS (not the MEDDAC, MEDCEN, or Peen maximized. _ _ _
DENTAC) will notify NPRC not to release the record to the patient () The risk manager will provide reports on actions taken by
or his or her representative. They will also request any recordslodistics and dgapartment and service chiefs to the commander and
needed from NPRC. the RM committee. _ .

(6) Medical records will be copied and given to the risk manager (11) Instruct MTF personnel regarding RM policies and

within 48 hours of the request or as soon as the priority system will Procedures. _ . _ - . .
allow. f. Designated senior physiciaA. senior physician will be desig-

d. RM committee and reports. nated in each MTF to provide professional medical consultation to
(1) An RM committee will be established. It will be multidis- the risk manager and CJA as needed. For example, the senior physi-

ciplinary but consist of a majority of physicians, the risk manager, cian will— . . .
and the CJA. In cases of medical materiel problems, a medical (1) AsSist the risk manager in analyzing adverse events.
logistician liaison officer will be included. When considered appro- _ (2) Provide consultation to the CJA before and during an investi-

priate by the chairperson, the safety officer will also be included. 9ation of the primary medical issues. . .

The chairperson will be designated by the commander. (3)_ Arrange reviews by qualified military and civilian medical
(2) Committee minutes or reports will summarize activities, to SPecialists.

include problem trends with recommendations for resolving them, 9. PCE. . . .

and the status of pending claims and adverse events. The minutes or (1) When an adverse event is determined to be a PCE by the risk

: : fter consultation with the CJA, it will be entered into the
reports will be processed through the QA committee to the execu-Manager ait 1€ LIA, :
tive committee. Sensitive information will not be included in the AQCESS Risk Management Monitoring and Evaluation (events op-

minutes or reports but will be kept on file in the risk manager's tion) Menu with reports archived as support for possible future

office. Practitioner specific findings will be reported to the creden- m?'pfac“ce cases. In addition to the review, attr.ibutions, and dispo-
tials committee. sition, the case will be categorized as follows:

e. Designated risk managek.risk manager will be designated in (g) I\S/Iet gtagdar?s of care.
writing at each MTF. The risk manager will be an AMEDD officer (b) | t(‘;’m ards of care not met.
with the rank of major or above or civilian equivalent, where possi- () Indeterminate. . N . .
ble. (The CJA will not be the risk manager.) The risk manager will (2) The degree of injury or disability will be graded as follows:

have competence in RM standards and policy, general RM adminis- (@) Moderate Examples include falls with laceration, appendec-
tration, basic clinical disease processes, medical terminology, anoiomy W'th.a smgle postoperative episode of SEpsIs, healeq forearm
racture with minor angulation but full range of motion of wrist and
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elbow, incisional hernia, loss of one testicle, loss of a portion of areceives a copy of each claim alleging substandard care at that
finger (other than index or thumb), and fracture of a tooth during facility.
anesthesia. ) )
(b) SevereExamples include a fall with resultant neurological 3-6. Duties of the MEDDAC or MEDCEN quality assurance
injury, appendectomy with postoperative intra-abdominal abscess,coordinator
: L : The QAC—
healed forearm fracture with loss of motion in the wrist or elbow, . I N hat th
myocarcial infarction after surgery, evisceration, postoperative inad-. & Monitors all MTF QA activities to ensure that they are ongo-
vertent retention of a foreign body, loss of one phalanx of a thumb!N9: effective, appropriately documented, integrated with other MTF

or index finger, anesthetic related cardiac or respiratory arrest, and'elf"‘ted programs, and in compllanqe with Army regulations anq th.e
loss of life other than in terminal illness. Joint Commission on Accreditation of Healthcare Organizations

; ; . JCAHO) standards.
h. CJA reporting.The CJA will review and report to USARCS ( . . . i
within 72 hours any of the following types of adverse events: (Doc- b. Serves as the primary authority regarding current QA manage

X X ; ; ment procedures.
umentation to be forwarded will be determined per USARCS direc- " "Eqiaplishes and maintains lines of communication and coordi-
tives.) (See AR 27-40, chap 5.)

nates and consolidates MTF QA activities.

(1) An unexpected or preventable death or significant injuryd Anal ; :
; . . . yzes and organizes data (practice patterns, trends, and
while under the control of the MTF or DTF (not associated with meaningful comparison).

injuries incurred prior to emergency service or hospital admission or o Develops a system for filing and tracking QA data, ensuring
a known pre-existing disease). _ . appropriate confidentiality.

(2) Any adverse event that either caused, or could cause, injury 't prepares, in coordination with the QA committee chairperson,
or death to patients, that in the opinion of the MEDDAC, MED- agenda items for monthly MTF QA committee and executive com-

CEN, or DENTAC commander deserves a QA investigation. mittee meetings.
(3) Any cases determined by the CJA that may result in a claim. ¢ Maintains the MTF AQCESS.
i. Requests for informationMEDDAC, MEDCEN, and DEN- i. Coordinates occurrence screening per paragraph. 3-7
TAC personnel will not deal directly with claimants or potential j. Coordinates with the risk manager. Immediately provides RM

claimants or their attorneys or representatives without prior coor-with all data received in QA activities with known or suspected

dination with the risk manager, who will coordinate with CJA. All potential for claims against the MTF.

requests for medical or dental information will be referred to the k. Acts as spokesperson for and promotes active participation in

chief, PAD. In these cases, PAD will coordinate with the risk the MTF QAP.

manager who will coordinate with the CJA. I. Teaches QA methods to all elements of the MTF or coordi-
j. Products liability casesin actual or potential products liability — nates educational programs with departments and services.

cases, the risk manager will ensure that evidence is preserved. = m. Ensures that the overall MTF QA plan is reappraised at least
(1) This includes adverse events in which medical equipment orannually and recommends appropriate program modification.

appliances are involved in an unexpected injury, drug overdose, )

drug reaction, or an improper prescription. Every effort will be 3-7. Occurrence screening o . .

made to preserve the actual equipment (for example, needfg%gurrence screening is a cr_lterla-based monitoring of patient med_l-

sponges, supplies, drugs, or packages, along with relevant mainte@l and dental records in order to identify adverse patient

nance and purchase and manufacturer's literature). (See AR 27—2¢Pccurrences. i . .
para 2-1.) P ) ( a. MTF- or DTF-generated and generic monitors required by

(2) Where operating equipment is involved (for example, respira- higher headquartgrg wiII.be used. Attending practitioners, or desig-
tor, suctioning equipment, or equipment controlling the administra- nated persons, will identify “occurrences found” for each patient at

tion of intravenous fluids), the equipment will be removed from discharge, at the death of the patient, or at the earliest time after an

. ; I occurrence is identified. The AQCESS occurrence screening check-
service and inspected by a qualified Government employee to deteriist should be used. The chec(lglist will be sent to the MEgDDAC
mine whether there has been a malfunction or a design flaw, and KMEDCEN or DEN'I;AC QAC '

decide whether an independent appraisal is necessary. The supplier b. The MEDDAC or MEDCEN QAC—

ﬁ]gd eng??vlf/ﬁguéﬁr g::/lilsg: QOtg'edu;ir]:%dprg\él\?;?‘n?gn??;?rtlgngg)ttge (1) Determines which department or service chief or committee
P P yaq ploy chairperson should evaluate the identified occurrence. Following the

egu;prtnentnar[ﬂ the ?c;ueg)l pgrts '?r\]’glvﬁ?' Inhel CIA wil r[?ter r'f[mrf'edrevaluation, attribution and accountability data will be accomplished
prior to any inspection by Govemment employees, contractor, or oo ey niad 10 the QAC,

su_pplier_employees. The equipme_nt will nqt_be returned to service (2) Sends a printout listing these occurrences to the QA commit-
prior to inspection except where, in the opinion of the commander, tee. In cases attributed to performance of practitioners, the list will

med_ical negessity reql_Jires immediate use. Any_ parts _replac_eq _in thPalso be sent to the credentials committee and to the respective
equipment involved will be secured by the chief, logistic division, genartment or service chiefs for appropriate action. (Documentation
for possible evidentiary use. All original maintenance and purchasewi” be made in the practitioner's PAF). For all HCPs, further
records will be secured and photographs taken of the equipment andctions, ranging from negative findings being reflected on the Offi-
actual parts involved. _ _ _ _ _ cer Evaluation Report (OER) or Enlisted Evaluation Report (EER),
k. Death casedn cases involving death, immediate attention will 5 separation or termination of employment will be pursued based
be given to whether an autopsy would aid in determining the role of oy the degree of improvement following intervention. For institu-
a therapeutic misadventure as the cause of death. The aut@@®¥l or corporate findings, the QA committee will forward the
Should attempt to ConSIdeI‘ a“ ||fe Shorter"ng Cond|t|0ns present. findings to the executive committee for management review and
Where necessary, consultation with the Department of Legal Medi- action.
cine, Armed Forces Institute of Pathology(AFIP), is encouraged. (3) Prepares a quarterly and annual summary by clinic service
(See AR 40-2, para 4-4.) groupings. (The mission template of the MTF will determine the
I. Adverse event reportingdny adverse event involving signifi- clinic services established in that facility.)
cant morbidity or death will be reported immediately to the next ¢. The MEDDAC or MEDCEN QA committee monitors compli-
higher headquarters (para 4(9). ance with the QAP program. A random audit of at least 10 percent
m. Malpractice claimThe CJA will provide the risk manager a of the records of patients discharged will be performed monthly by
copy of each claim alleging malpractice at the MTF or DTF. The designated personnel. Checklists noted to contain inappropriate re-
USARCS will ensure that the CJA for each concerned MTF or DTF sponses (or where the correctness of a determination is in doubt)
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will be referred to the QA committee for review and followup protocol, or policies and procedures will not be privileged. Depart-
action. (Careful analysis will be accomplished prior to initiating ment or service chiefs may develop an internal certification mecha-
adverse privileging action on the basis of an isolated occurrence. Omism to perform these functions. However, any HCP may be

the other hand, repeated occurrences by a practitioner or particulaprivileged when deemed appropriate by the MEDDAC, MEDCEN,
department or service must receive scrutiny and positive action inor DENTAC commander. Where full performance of a civil service

order to protect patients from harm.)
d. Occurrence screening applies to all military and civilian practi-

position requires the incumbent to be privileged, privileging is a
condition of employment.

tioners as well as interns, residents, and fellows who, under regula- d. Recommendations for granting of clinical privileges will be

tions of the AMEDD, provide medical treatment in Army MTFs.
The screening will also be used to identify institutional problems.

made by the department or service chief, acted on by the credentials
committee, and forwarded to the commander for approval or disap-

Form 4106 per paragraph 3»5

3-8. Emergency medical services occurrence screening
Emergency medical services (EMS) occurrence screening will be

final until approved and signed by the commander. In the case of
nonphysician practitioners, peer recommendations normally will be

obtained in addition to department or service chief
recommendations.

used. Until necessary personnel are available, the criteria will be €. Practitioners will be granted privileges in the departments,
used on a rotating basis; that is, one or two per month. Implementaservices, and clinics in which they practice, including the emergency

tion of the AQCESS EMS module is recommended but not required.

3-9. Inpatient discharge survey
Every inpatient will be given the opportunity to complete, at dis-

room. The clinical director of the Alcohol and Drug Abuse Preven-
tion and Control program (ADAPCP) will be privileged.

f. Granting of clinical privileges will be based on education,
specific training, experience, and current competence, taking into

charge, an evaluation of care received. The locally developed quesaccount the limitations of the MTF support staff, equipment, capa-

tionnaires will address the following:

a. Promptness of the admission process.

b. Courtesy and friendliness of the admissions staff.

c. Respect for patient privacy.

d. How well staff members identified themselves and explained
their purpose.

e. Satisfaction with HCPs, nursing staff, dietary services, and
housekeeping services.

f. Experiences with laboratory tests and x-ray or radioloqg

procedures.
g. Whether it is clear that there was a primary care practitioner.
h. Overall rating of patient care received.
i. How well the staff members explained conditions, treatment
options, and expected results of the treatments.

Chapter 4
Credentials Review, Privileging, and Proceedings

4-1. General

a. Credentials review and clinical privileging must be effective in
order to maintain quality health care. Credentials review includes
verification of current licensure, certification, registration (as appro-

bility, and so forth, which may limit a practitioner from carrying out
some health care activities. Inquiry will also be made to the Na-
tional Practitioner Data Bank (para 481frior to initial granting of
clinical privileges. In no instance may a person be assigned or
privileged to perform professional duties unless qualified by educa-
tion, training, and experience to perform them. Behavioral compe-
tence and health status are also elements in this decision-making
process.

g. Reappraisal of defined clinical privileges will be completed at
ast every 2 years and when a practitioner changes station. (For
RCs, see chap 6.)

h. Clinical privileges may be ignored only in the case of an
emergency. An emergency is a condition in which the life of the
patient is in immediate danger or he or she may be permanently
injured if treatment is delayed. In such cases HCPs will be expected
to do all in their power to save the patient’s life or prevent injury.
This includes calling for available consultations.

i. Each department, service, or clinic will develop criteria for
granting clinical privileges in that department, service, or clinic.

4-2. Clinical privileges

Clinical privileges are the type of practice activities permitted in the
granting MEDDAC, MEDCEN, or DENTAC, within defined limits,
based on the practitioner’'s education; professional license, as appro-
priate; experience;current competence; ability; judgment; and health

priate), education, training, experience, and current competence. Thétatus.

privileging process is directed solely and specifically to the provi-
sion of quality patient care and is not a disciplinary or personnel

a. Staff privileges.
(1) Courtesy privilegesThese are clinical privileges given to

management mechanism. Privileging actions may, however, accompractitioners assigned to the MEDDAC, MEDCEN or DENTAC for
pany actions of an administrative or judicial nature or may engendershort periods; that is, temporary duty (TDY) of 180 days or less.
such actions. In any event, they require independent judgment and hey may also apply to a practitioner located in geographic proxim-

fairness.

b. Privileging provides for processing through credentials com-
mittee channels those practitioners given the authority and responsi
bility for making independent decisions to diagnose, initiate, alter,

ity to an MTF or DTF during military training exercises but not
assigned to the facility. These privileges may be granted by the
commander of the receiving facility after written or telephonic com-
munication with the practitioner's commander or commander’s rep-

or terminate a regimen of medical or dental care. This includes'&Sentative, if appropriate. Courtesy privileges do not apply to
physicians, dentists, nurse practitioners, nurse anesthetists, nurs@RNG _or USAR practitioners.

midwives, podiatrists, optometrists, clinical social workers, clinical
psychologists, and physician assistants. Also included will be per-
sonnel from the following professions when given individual clini-
cal privileges:

(1) Physical therapists.

(2) Occupational therapists.

(3) Audiologists.

(4) Clinical dieticians.

(5) Clinical pharmacists.

(6) Speech pathologists.

c. Other HCPs who function under a standard job description,
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(2) Consultant privilegesThese are advisory clinical privileges
given to military or civil service practitioners designated as consult-
ants or experts. A PCF will be initiated per paragraph 4-6. The PCF
for the civilian consultant or expert will include, as a minimum, DA
Form 4691-R (Initial Application for Clinical Privileges), board
certification, updated curriculum vitae, letters of recommendation,
and verification documentation. DA Form 4691-R is located at the
back of this regulation and may be reproduced ¥n By 11-inch
paper. Consultants or experts who provide direct patient care must
have formal privileging (para 4-8).

(3) Temporary privileges.

(a) These are clinical privileges given to active duty practitioners
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when reporting to a new duty station with an incomplete PCF or in the facility granting defined privileges based upon credentials
without a PCF. When a practitioner requests clinical privileges by committee review and the commander’'s approval.
letter at the gaining MTF without a completed PCF (or the PCF has (5) Defined privileges.These are clinical privileges given the
not yet arrived), the practitioner may be granted temporary privi- individual by the commander upon recommendation of the creden-
leges by the commander on the recommendation of the chief of thdials committee after completion of a satisfactory provisional period.
applicable department or service or the DCCS. Temporary privileges b. Privileging actionsSeveral privileging actions are available to
do not require review or recommendation by the credentidhe credentials committee and the commander. (Individuals enrolled
committee. in GHPE are controlled by AR 351-3.) (See parah4-8he fol-
(b) The practitioner will sign an acknowledgement of having lowing are privileging actions that may be taken after performances
received and read the MTF medical staff's current rules and regula-are documented:
tions and an agreement to be bound by their rules and regulations (1) Privilege reappraisal.(See para 4-e8and.)
pertaining to temporary privileges. Temporary privileges may be (2) AbeyanceThis is the temporary assignment of a practitioner
granted for a stated time not to exceed 30 days. Information onto nonclinical duties while an internal or external peer review is
available items of education, training, licensure, and so forth will be conducted. This period will not exceed 14 days except that the MTF
obtained from the QA Provider Actions Branch, Quality Assurance may grant a single additional 14 days by order of the commander.
Division, Directorate of Professional Services (SGPS-PSQ), 5109Such abeyance periods are not considered adverse actions with
Leesburg Pike, Falls Church, VA 22041-3258, AUTOVONegard to privilege sanctions or reporting requirements.
289-0088 or commercial (703) 756—-0088. (3) AugmentationThis is the addition of clinical privileges not
(c) A practitioner with temporary privileges will be supervised by previously held by the practitioner. Augmentation is based on addi-
a designated MTF staff member. This supervisor must be privilegedtional training, sustained superior performance, correction of
and of the same specialty area in which clinical privileges are previously demonstrated deficiencies, or other objective evidence of
requested (or any other privileged member of the staff when aincreased expertise.Reappraisal per paragrapke ¥-8equired.
specialist in the same discipline is not available). The supervising (4) SuspensionThis is temporary removal of all or part of a
member must be designated in writing. practitioner’s privileges based on incompetence, negligence, or un-
(d) Temporary privileges will be used for active duty military Professional conduct, or other factors that do or may affect the
practitioners only and will not be granted pending the processing ofappropriateness of the practitioner's privileges.
clinical privileges applications for RC or civilian practitioners. After ~ (5) Restriction (limitation).This is permanent removal of a por-
the temporary period, the practitioner will be placed on provisional tion of a practitioner’s clinical privileges based on incompetence,

status in accordance with (4) below. At DTFs, the DENTAC will unprofessional conduct, or other factors affecting the activities
place the practitioner on temporary status, arrange for supervisionfestricted. ] o o .
and approve provisional status. (6) Revocation.This is permanent removal of all clinical privi-

(4) Provisional (conditional) privilegesProvisional clinical privi- ~ leges. In most cases, such action will be followed by action to

leges are given to practitioners newly assigned to a facility or terminate the practitioner's DOD service (para 4-4).
discipline; for example, when they first come on active duty or
become employed by the AMEDD, change duty stations, or com-
plete a Graduate Health Professions Education (GHPE) program in a,
different specialty area.Practitioners who return to clinical practice
after serving in a nonclinical capacity (for example, in an adminis-
trative or leadership role) for more than 1 year will be given only
provisional privileges, regardless of the reason for the nonclinical
service, to permit an evaluation of their current clinical competence.

Action pertaining to civil service employees regarding performance, arrival, the facility will take immediate steps to locate the missing

training, conduct, and probationary periods will be coordinated with - : .
the appropriate civilian personnel office (CPO). E;QrT(%Zr%OTIé(g{)'Y"eges may be granted to the active duty pract

(@) The period of prov_is_ional pr_iv_ileges will e 365. days (para b. Administrative position or schodf the practitioner changes
4-4a). H(éwevera tgef.pr%wspr]lal pr|V|Iegetsc;nay btf] reV|et\(vedtb3k/ the.fstation to a position involving no clinical practice or attends a
commander and denned privileges grantec or other action taken, e iian or military school (other than graduate medical or dental

appropriate, based on the review. The risks associated with theeducation) the PCF will be sent to HQDA (SGPS—PSQ), 5109
activities for which privileges are sought and the frequency with Leesburg I5ike, Falls Church, VA 22041-3258. These files will be
which procedures are performed should be taken into conS|derat|onhe|d until requested. (The PCF may be requested by a collocated

(.b) Failu_r(_a to attain and retain requirt_ec_i proficie'ncy I_evels f_or MEDDAC, MEDCEN, or DENTAC if the practitioner engages in
defined privileges by the end of the provisional period will require cjinica| practice while attending school.) For those attending mili-
an evaluation as to whether revocation or permanent restriction of

- X . < . tary graduate medical or dental education, the PCF will be for-
privileges is appropriate. For practitioners completing a GHPE pro- arded to the military facility conducting the internship, residency,
gram in a different specialty area and failing to attain proficiency g, fellowship training.
levels, an evaluation to determine privileging in his or her prior
credentialed specialty area will also be accomplished. A decision4—4. Practitioner's separation
whether to separate the practitioner will be made by the commander a. Military.
following the privileging action (AR 635-100). (1) A military practitioner who is not in compliance with this

(c) During the provisional period, practitioners will be supervised regulation may be eliminated from the service under the provisions
directly or indirectly depending on the recommendations of the of AR 635-100 or AR 135-175.
credentials committee. The appointed supervisor will submit(2) Active duty members leaving the service in a less than fully
monthly reports to the credentials committee; however, quarterly privileged status will not receive an appointment or assignment in
reports will be acceptable after three successive satisfactory monthlyan AMEDD branch of the RCs.
reports. b. Civilian practitioners.A civilian employee’s failure to attain

(d) RC practitioners whose professional credentials have beenor to maintain the required proficiency levels and the ability to
reviewed and accepted by the credentials committee for a period opractice may be a basis for separation since the employee is not
active duty at the MEDDAC, MEDCEN, or DENTAC will be given qualified to retain his or her appointment to the position. Command-
provisional privileges at each facility where active duty for training ers may consider separation under three approaches, each of which
(ADT) is conducted. Repetitive ADT at the same facility may result requires close consultation with the servicing CPO.

4-3. Transfer

a. Practitioner change of station or employmeFte credentials
mmittee of the losing MEDDAC, MEDCEN, or DENTAC will
send the PCF by certified mail, return receipt requested, to the
commander of the receiving facility. The PCF will be forwarded far
enough in advance to ensure that it arrives at the receiving facility
no later than 15 days before the practitioner’s reporting date. If the
gaining facility has not received the PCF upon the practitioner’s
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(1) Separation during probationlf the practitioner is serving (9) A statement regarding physical and mental health to include
under a probationary appointment (initial competitive appointment, any history of drug or alcohol abuse.
typically a 365-day period), the practitioner may be separated under (10) An interview summary by at least one Medical Corps (MC)
the provisions of Federal Personnel Manual (FPM), chapter 315.officer on active duty (applies to MC only).

Such an action must be completed before the end of the last duty (11) All current and prior Drug Enforcement Agency (DEA)
day prior to the practitioner's 365th day after appointment. For nhumbers, as appropriate.

practitioners who are under probation, this is the preferred route, (12) National Practitioner Data Bank query.

and warrants close scrutiny of employees during their first year of c. Verification.

employment. (1) Preselection verification of military (para 4}6will be com-

(2) Separation based on performandéis approach is based on pleted by the AMEDD Officer Procurement Division, U.S. Army
poor performance of one or more critical elements in a practitioner’s Health Professional Support Agency (SGPS-PD). Verified copies of
performance plan, and need not include a loss of privileges. Thisall the documents along with DA From 71 (Oath of Office—Mili-
action is taken under the provisions of section 4303, title 5, United tary Personnel) and a copy of orders will be sent to the first MED-
States Code and FPM, chapter 432. There are significant rights tdAC, MEDCEN, or DENTAC to which the practitioner is assigned.
notice, opportunity to improve, and to seek external review. A duplicate packet will be given to the appointee. (These documents

(3) Separation based on loss of qualificatiofi$is approach is will serve as the basis of the PCF throughout the practitioner's
based on the fact that the practitioner is no longer qualified to Se€rvice career.)
perform the duties of the position to which he or she was appointed, (2) Before selection of Civil Service, civilian consultants (ex-
or when misconduct or malfeasance serve as a basis. (The miscorierts), and foreign national local hires, there will be a preselection
duct must be related to the practitioner’s ability to perform the verification of education, training, experience, licensure and/or certi-
duties of the position—the “nexus” requirement.) There are signifi- fication and/or registration, and current competence. (See para B-5.)
cant rights to notice, hearing, representation, and appeals beyond the (3) For verification of education; training; licensure and/or regis-

agency. tration, and/or certification; ECFMG; and board certification, if ap-
plicable, either an original letter from the educational institution or
4-5. Cross-servicing of practitioners’ credentials files certifying body, attesting to successful completion of specialty train-

PCFs will be provided as supporting documentation for those practi-ing, or verification by telephone communication between the
tioners who request interservice transfers. These files will be certi-recruiter and the education institution or specialty board will be
fied copies and will be added to the transfer request by thged. Telephone verification will be recorded on the document itself
practitioner's MEDDAC, MEDCEN, or DENTAC commander. Cre- and on official letterhead and signed and dated by the individual
dentials files of applicants not selected for AMEDD servic@aking the phone call. These letters will be placed in section VI of
(preselection credential review) will be made available to recruiting the PCF.

agencies of the other Services on request. (4) If the medical or dental diploma has been issued by a foreign
medical school in a country that has no diplomatic relations with the
4-6. Preselection credential review United States, the MEDDAC, MEDCEN, or DENTAC will contact

a. Verification.Prior to appointment to the military, civil service, HQDA (SGPS-PSQ) (AUTOVON 289-8000; commercial (703)
consultant status, foreign national local hire, or as a contract practi-756—-8000) for verification.
tioner, a verification of education, training, experience, licensure (5) For verification of experience and current competence at least
and/or certification and/or registration, and current competence will two letters of recommendation from appropriate sourcgg)in(b),
be completed. (See para 4£)3 andc) below are required. The letters will be mailed by the author
b. PCF. Information will be obtained so that a PCF can be directly to the recruiting agency, MEDDAC, MEDCEN, or DEN-
initiated. (This information will serve as the basis of the PCFAC. These descriptions of recent clinical privileges will be
throughout that practitioner's service career, or for nonmilitavgrified.
health care practitioners the entire period they work within the (a) A letter from either the chief of staff of the hospital, the
AMEDD.) Following is the information needed: clinic administrator, the professional supervisor, or the department
(1) Copies of qualifying education degrees (including diplomas) head, if the appointee has professional or clinical privileges or is
needed for the performance of clinical privileges and verification of associated with a hospital or clinic.
the authenticity of these documents (paraci—6 (b) A letter from the director or a faculty member of the appoint-
(2) Copies of required postgraduate training certificates for the €e’s training program, if the appointee has been in a training pro-
privileges in the area of work; for example, internship, residency, gram within the last 5 years.
fellowship, nurse anesthesia school, and verification of the authen- (C) A letter from a practitioner (in the appointee’s discipline) who
ticity of these documents. is in a position to evaluate the appointee’s professional standing,
(3) Copies of State licenses and current renewal certificates, andeharacter, and ability; for example, a peer or a president or secretary
Educational Commission for Foreign Medical Graduates (ECFMG) of the local professional society. A letter from a peer and a profes-
certification when applicable. A list of all licenses ever held will be Sional association or society association is mandatory if the ap-
provided along with an explanation of any that are not current or Pointee is self-employed. o _ _
that have ever been subjected to disciplinary action, and a statement (6) A copy of the appointee’s Federal narcotics license, if appli-
that this list with explanations is complete and accurate. There will cable, will be submitted and verified with the DEA. The capability

be verification of licenses and certificates. of prescribing unrestricted drugs will be determined.
(4) Copies of specialty board certificates and fellowship certifi- d- Contract practitioner€ivilian contract practitioners must
cates and verification. meet the same requirements as civil service practitioners

(5) A curriculum vitae to account for all periods of time subse- (c(2)above). For verification of education, training, and experience,
quent to obtaining the initial qualifying degree. see paragraph B-4. - . . .

(6) Proof of current (within 1 year) competence (letters of refer- ©: Privileging. Granting of clinical privileges will be withheld
ence and a recent description of clinical privileges as concurred intntil sufficient verified data to document training, experience, and

by the supervisors of the practitioner peB) below). current competence is available.
(7) A statement of involvement in malpractice cases and claims,_7 preselection experience and reference checks
to include a brief description of the facts of each claim settled on * 5 The following are general guidelines for HCP experience or

the behalf of the practitioner. _ _ _ reference checks:
(8) Any history of disciplinary action by hospitals, State licensure (1) Always verify by telephone any reference information ob-
boards, or other government agency. tained in writing.
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(2) In general, do not limit reference checks to those given by the
provider on the application form. Providers must be notified that
other individuals may be contacted.

(3) If possible, ask current MEDDAC, MEDCEN, or DENTAC

of Privileges—Specialty) will be completed upon arrival at the ini-
tial duty station or place of employment. The forms will be com-
pleted in duplicate. The originals will be given to the PCF custodian
and the copies to the practitioner. The specialties listed below are

staff and/or peer members to make telephone calls to other HCPs oapplicable. (See app A for the corresponding DA Form 5440-R-

peers for reference checks.

b. The following are physician applicant contacts for referen-
ce(comparable contacts can be made for other HCPs):

(1) For physician applicants now in practice—

(a) Start with the names specified by the applicant on the appli-
cation form.

(b) Call the chief of staff of the present hospital where the appli-
cant holds staff privileges and previous hospitals where the appli-
cant held staff privileges.

(c) Call the chief of the department of the present hospital where
the applicant practices, if appropriate.

(d) If the physician applicant is a member of a medical staff with
fewer than five members, call the president of the local medical
society. Ask the president for another reference.

(e) If the applicant has been in practice less than 5 years and the

previous information is not satisfactory, contact the director of the
applicant’s residency program.
(f) If problems regarding the physician’s relationship with other

professionals are suspected, contact the director of nursing of the

present hospital or a nursing supervisor of the unit most frequently
used by the applicant.

(2) For physician applicants completing residency programs—

(a) Use the names specified by the applicant on the application
form.

(b) Always call the director of the residency program.

(c) Ask the director for one faculty person and one attending
physician not recommended by the applicant.

c. Use the following questions for experience and competence

series number.) DA form 5440-R-series will be reproduced locally
on 8%- by 11-inch paper; copies for reproduction are located at the
back of this regulation.

(a) Anesthesia.

(b) Dentistry.

(c) Family practice.

(d) Internal medicine and subspecialty.

(e) Neurology.

() Obstetrics and gynecology.

(g) Optometry.

(h) Pathology.

(i) Pediatrics.

() Podiatry.

(k) Psychiatry.

() Psychology.

(m) Radiology/nuclear medicine

(n) Surgery.

(0) Nurse anesthetists.

(p) Nurse midwives.

(q) Nurse practitioners (adult).

(r) Obstetrics/Gynecology (OB/GYN) nurse practitioner.
(s) Physician assistants.

(t) Dietetics.

(u) Occupational therapy.

(v) Physical therapy.

(w) Emergency medicine.

(x) Aviation medicine.

(y) General medical officer.

(z) Troop medical clinic physicians.

checks as appropriate (comparable questions can be asked for HCPs (aa) Troop medical clinic dentists.

other than physicians):
(1) Did you personally ever have reason to question the physi-

(ab) Troop medical clinic physician assistants.
(2) Prior to the granting of provisional clinical privileges at the

cian’s medical or surgical competence? If yes, ask for gppointee’s first duty station or place of employment, the MED-

explanation.

(2) Are you aware of committees of the medical staff ever con-
sidering or actually taking action against this physician for poor
medical practice?

(3) Have you heard concerns expressed by the medical staff ove

DAC, MEDCEN, or DENTAC credentials committee will review
the preselection validated documents (para 4-6) and completed DA
Forms 4691-R and DA Form 5440-R-series. Based on this review,
the credentials committee will forward its recommendation for clini-
tal privileges to the facility commander.

the quality of this physician’s practice? If yes, ask for an (3) If the appointee disagrees with the MEDDAC, MEDCEN, or

explanation.

(4) Does the physician work well with other members of the
medical staff? If no, ask for an explanation.

(5) Do you and other members of the medical community con-

DENTAC commander on the initial privileges to be granted, he or
she may appeal per paragraph 4-10. Pending appeal findings, the
privileges, if any, will be as granted by the MEDDAC, MEDCEN,

or DENTAC commander.

sider this physician a medical staff leader? If no, ask for anb. DA Form 4691-RDA Form 4691-R provides a synopsis of

explanation.

(6) Does the physician relate well and in a professional manner
with members of the hospital employee staff? If no, ask for an
explanation.

education and experiential background of each practitioner at the
time of initial application for clinical privileges. It includes profes-
sional education, postgraduate training, previous hospital assign-
ments, certification and professional society membership, and

(7) Does the physician have, or has he or she had in the past, angredentials action history. Form 4691-R is completed only at the
personal problems (for example, alcoholism or drug abuse) thatpractitioner’s initial duty station or place of employment.

have interfered with the professional practice? If yes, ask for an
explanation.

(8) Has the physician ever lost admitting privileges because of
failure to comply with medical staff bylaws or rules and regula-
tions? If yes, ask for an explanation.

(9) Does the physician complete medical records in a timely and
careful manner? If no, ask for an explanation.

d. Records for each contact must be maintained, including name
of all parties to the call, date, and summary of the call. OF 271
(Conversation Record) may be used. Contacts should be advise
that the practitioner may be provided with this information.

4-8. Clinical privileging

a. Initial application for privileges.
(1) DA Form 4691-R and DA Form 5440-R-series (Delineation

14

c. DA Form 5440-R-series.

(1) DA Form 5440-R-series will be used for granting of clinical
privileges for practitioners in one of the specialties listed in a above.
These forms combine a categorical (patient risk and training of
practitioner) and disease and procedure-based (listed specifically)
approach by discipline.

(2) For the nonphysician practitioner serving in an expanded role,

LOnly the disease and procedure approach is used. When using this

disease or procedure-based method, care must be taken to ensure

Epat the practitioner has credentials to perform each function or

procedure and that he or she recognizes every hazard or complica-
tion for the condition or procedure. The practitioner will complete
the left-hand column, initialing the category and privileges re-
quested. The department, service, or clinic chief will initial the
right-hand column. The credentials committee chairperson will com-
plete the “Recommendations” portion on the last page. The last page
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will be dated and signed by the department, service, or clinic chief; (7) DA Forms 5440-R-series, 5441-R-series, and 5374-R will be
the credentials committee chairperson; and the MEDDAC, MED- completed in duplicate. The originals will be kept in the practition-
CEN, or DENTAC commander. er's PCF and copies given to the practitioner.

(3) For practitioners who are assigned to one department or serv- f. Modification of privileges at the request of the practitioner.
ice and request privileges in another, appropriate chiefs in both (1) When the practitioner requests modification of his or her
departments or services will be named and will initial on the last clinical privileges for the upcoming period, this fact will be docu-
page. The practitioner will document any education or training that mented in the “Remarks” section of the DA Form 5440-R-series
was taken since completion of DA Form 4691-R or the last DA prepared for the period. Practitioners who request privileges sub-
Form 5440-R-series. This education or training will be verified by stantially less than those that would be expected from members of
the credentials specialist (para h)4(See para 4-8{4)(a).) When their specialty area of concentration (AOC) or skill identifier (SI)
privileges are modified from those requested, state the reason undewill be referred to the commander for appropriate administrative
“Remarks.” (Examples of such reasons are lack of technologicalaction; for example, change in AOC or Sl, change in special pays,
resources (will be included on updated DA Form 5440-R-series),0r separation. (Practitioners who refuse to request privileges within
lack of ancillary staff, AMEDD unauthorized privileges, lack of 5 duty days of reappraisal date, PCS, and so forth will be referred to
practitioner credentials, and professional performance.) When approthe credentials committee for recommendation of action to the
priate, only the last page of DA Form 5440-R-series will be com- commander.)
pleted for a privilege status change; that is, provisional to defined (2) If the modification reduces his or her privileges, the creden-
status. tials committee will—

d. DA Form 5440-22 (Delineation or Privilegedjhis form is (a) Determine whether the request is warranted.
completed for those specialties and expanded role functions not (b) Determine whether the practitioner will undergo a period of
otherwise included in the DA Form 5440-R-series; for example, for training. If the training is approved, the modification of privileges-
a dermatologist. This group of practitioners includes all of those (temporary) will not result in an adverse privileging action.
identified in paragraph 4—1 but not specifically listedairabove. (c) Determine whether a recommendation should be made to
This is a special form and whenever used a copy will be forwardedchange the practitioner's AOC or SI.
through the next higher medical headquarters to HQDA (3) Consider recommending processing for separation in a less
(SGPS-PSQ), 5109 Leesburg Pike, Falls Church, VA 22041-3258than fully privileged status.

e. Periodic clinical privileges reappraisal (renewal). ~g. Practitioners changing duty station or transferred employed

(1) Practitioners will be continuously monitored to ensure that Civilian practitioner.
quality patient care is given. It is the responsibility of each practi- (1) When practitioners change stations or transfer, they will sub-
tioner to request, in writing, the renewal of his or her privileges Mit the appropriate DA Form 5440-R-series to the recceiving cre-
every 2 years. The request for renewal must be submitted ggptials committee The losing MEDDAC, MEDCEN, or DENTAC
enough in advance to permit an evaluation of clinical privileges. Will complete a new DA Form 5441-R-series and DA Form
Thorough reappraisal will be based on education, training, experi-5374-R. If the biennial appraisal was completed by the losing facil-
ence, appraisals of clinical performance, PAF data, professional conity Within 6 months of PCS, it will be considered to be current. The
duct, and health status. Failure to request renewal in a timelgdentials committee of the losing facility will send these forms
fashion will result in the expiration of prior privileges granted, together with the PCF by certified mail, return receipt requested, to
effective on the date that is 2 years from the date the earlier privi-the receiving facility. (See para 4B _ )
leges were granted. (See para 413 (2) The.g.ammg faqhty will use .th|s fl|(.2.aS a basis on WhI.Ch to

(a) DA Forms 5441-R-series (Evaluation of Privileges—(Spe- grant prqwsmnal p_rl\_/lleges. Even_lf practitioners chaljg_e stations to
cialty)) and DA Form 5374-R (Performance Assessment) will be leadership or administrative positions involving no cllr_nca_ll practice
used for the reappraisal of clinical performance. (See app A for aOf become school attendees (parabj-3he PCFs will include
complete listing of the DA Form 5441-R-series.) DA Form 5374-R current reappraisals (DA Forms 5441-R-series and 5374-R).
and DA Form 5441-R-series forms will be reproduced locally on PE. . . . .
8%~ by 11-inch paper; copies of these forms for reproduction are _ (1) Intérns, residents, and fellows will be supervised by practi-
located at the back of this regulation. tioners wh(_) havg deflneq p_erllege_s in their AO{: or Sl. Th_e (_je_gree

(b) The “privileges performed” on DA Form 5441-R-series (in- of’ supervision (direct or |nd!rect) will be appropriate to the |nd|V|du-
cluding DA Form 5441-23-R) must be identical to the “privileges al's level of progress, the risk of the procedure, and the seriousness
delineated” on DA Form 5440-R-series. (S¥#&) andd above.) of the patient’s illness. Concurrent consultation should be obtained

(c) When privileges are modified because of the reappraisal, statg©’ @l patients where a substantial risk is implied or where the
the reason under “Comments” on DA Form 5441—R-series. diagnosis is obscure. This consultation will be documented on SF

(2) DA Form 5374-R will be used to evaluate clinical and inter- 209 Or SF 513 (Medical Record—Consultation Sheet). Situations

personal professional skills. It will be completed by the chief of the that requir_e man(_jatory_direct supervision will b_e ide_ntified _by the
department, service, or clinic. It will include documentation of the Program director in writing, and the documentation will be given to

. : . : those involved.
results of peer review especially with regard to superior or substand (2) Training credentials files (TCFs) and PAFs will be developed

ard performance. N " - L
: i ; and maintained for all practitioners during GHPE training. The
(3) At the time of privilege reappraisal, the current PAF data may TCFs will be initiated during the first year of training and contain

be removed and destroyed only after the credentials committee . ° ) : . . o
- é/ern‘led copies of diplomas, licenses, clearinghouse reports, training

certificates, practice experience documents (curriculum vitae) and
other documents as appropriate. The TCFs will be maintained by the
director of education or as directed by the commander. Performance
assessments will be made at least every 6 months and a specific
recommendation from the department chief for or against promotion
to the next year's training level will be made yearly. These will be
placed in the PAFs.

(3) Prior to completion of the training program, trainees will
submit applications for clinical privileges (DA Form 5440—-R-series)
a‘through the service chief and the department chief to the profes-
sional education committee. One month prior to completion of the
training, the education committee will complete DA Form 5441-R-
series in response to the application and DA Form 5374-R, which

current reappraisal and privilege delineation. (In no case will data,
documents, or other materials placed by another MEDDAC, MED-
CEN, or DENTAC be deleted from the PCF. No material relating to
a command reprimand, privilege restriction, suspension, or revoca-
tion will be deleted.)

(4) If the practitioner disagrees with privileges granted, he or she
may appeal per paragraph 4-10.

(5) For the practitioner changing from provisional to defined
privileges, a summary of the appointed supervisor's reports (par
4-2a(4)(c)) will be documented in the “Remarks” section of the
appropriate DA Form 5440-R-series.

(6) RC. (See chap 6.)
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will show clinical privileges warranted at the resident’s first assign- Osteopathy (D.O.) degree implies adequate education and training
ment, based on performance during training. The DA Fornfiar initial privileging.
5440-R-series, 5441-R-series, and 5374-R will become permanent (2) MTFs may privilege allopathic physicians, physician assist-
parts of the TCFs and sent by certified mail, return receipt re- ants, and physical therapists to perform musculoskeletal manipula-
quested, to the gaining facility to arrive 15 days prior to PCS. The tions provided they can provide evidence of appropriate training or
education committee will decide which, if any, of the interval per- experience acceptable to the credentials committee. (Physician as-
formance assessments and PAF data from the training period willsistants and physical therapists will have a named physician supervi-
remain in the TCFs. sor who is similarly privileged.)

(4) In any case where a practitioner is held back or removed (3) Practitioners performing manipulative procedures will explain
from a program for lack of competence or disciplinary reasons, theto the patient the nature and purpose of the procedure, its anticipated

facts will be reported per paragraph k-9 risks, benefits, and alternative treatments with their risks and bene-
(5) Reporting requirements concerning substandard performancdits. This will be documented on SF 509 or SF 600, as appropriate.
or unprofessional conduct will be made per paragraptk.4-9 (4) Only specifically privileged physicians (D.O. or Doctor of

i. Formal on-the-job training (OJT)OJT programs consist of Medicine (M.D.)) may perform manipulation procedures of the
formal training to provide expertise in an AOC or Sl to individuals lower back when using general anesthesia or intravenous medica-
who are expected to receive limited privileges in an AOC or Sl. Thetions. The general anesthesia will be administered by appropriately
commander will require a written program of instruction, specifying Privileged anesthesiologists or anesthetists.
the objectives of the program. . . . o

(1) OJT trainees will be supervised by practitioners who have 4-9: Suspension, restriction, or revocation of clinical
defined privileges in their AOC or SI. The degree of supervision Privileges

will be appropriate to each individual's level of progress, the risk of it a. Actlontprocesseihes? acponsi are éak?ngo;.healtth kcare aCt'V[;
the procedure, and the seriousness of the patient’s illness. ConcuryY INcoMpetence or unprolessional conduct. Actions taken may be

rent consultation should be obtained by the trainee for all patientsSummary (immediate) or routine. QA investigations may be immedi-

where a substantial risk is implied or where the diagnosis is obscure2€ (medical incident or significant unprofessional conduct) or rou-
Situations that require mandatory direct supervision will be identi- .tlne (provider competence or professional behavior). In any case

fied by the program director in writing, and the documentation will involving privileging action, the practitioner will be advised of his
be given to those involved ' or her hearing rightse(below). No punishment or any form of

- . . . . retaliatory action will be taken against an informant providing infor-
the(zzgrell?n?::/ldu?cljs r;;rr(r)]grerf)ilgguggsatlsfactorlly will be processed per mation concerning a practitioner unless it is later determined that the
3) Onegmrc))nt% riorpto com Iétion of training. the precentor will information was false and the informant acted maliciously. Actions

complete DA Forngs 5441—R-£eries and 5374%R WEiCh vf/)ill show to withdraw clinical privileges will be _ts_tken promptly when there is_
those clinical privileges warranted at the individL’JaI’s next assign- reasonable cause to doubt the practitioner's competence to practice

ment, based on performance during training. These forms will beor for any other cause affecting patient safety. Reasonable cause

g A . includes—
forwarded through the education committee where one exists, other- (1) A single incident of gross negligence.

wise through the credentials committee, to the gaining facility. They : . o
will be sent by certified mail to arrive 15 days prior to PCS. The 83 ﬁ Sgg:m 8; ;nﬁ)s‘:;?‘%g?ée Cp;rreescrlbmg.

gaining facility will use this information as a basis on which to : : . .
grant provisional privileges. These forms will become a permanentOu(s4)bg‘(;'i|;Citnj3fr;ncompetence or negligence causing death or seri

art of the individual's PCF. . . .

P j- Privileging for new medical procedures and technologge (53 Abuse of Ie%al O; lllegal drugs or diagnosis of alcohol de-
privileging process remains the same. Particular attention will be pe&)egfgéti(tﬁ)?]%rcdggbiI.izy (physical and psychiatric)

given to the details of training, experience, competence, and MTF or (7) Significant practitioner unprofessional conduk:(tSibeIow)

DTF capabilities in granting privileges in the use of recent tech- b. Summary action '
nologies and equipment. (1) Steps involved.

1) Nev_v proce_durePrior to t_he introduction of a substantially (@) Summary action will be taken for cause by the commander or
new and innovative procedure into an MTF or DTF, the commanderthe chairperson of the credentials committee of a MEDDAC, MED-

will ensure that criteria are develo_ped at the (_jep_artmer_lt level andCEN, or DENTAC. It immediately details the practitioners involved
approved by the credentials committee. The criteria will include the to nonclinical duties. (If necessary the commander may allow the

specific preparatory training that practitioners must have completedy , itioner to continue essential patient care under supervision,
prior to being granted the privilege. The privileging process for @ gch as care of inpatients with whom only he or she is familiar.)
new procedure will be accomplished prior to its introduction. Causes for this action are as follows:

(|2) N?W technollog3|/MTFs an(:i DTFs will ensure that their tech- - 9 *A pracitioner's conduct (or allegations thereof) that requires
nology; for example, lasers, and magnetic resonance imaging (MRl)iymediate action to protect the health or safety of patients, employ-
devices, does not surpass the staff's abilities. MTFs will establishgag o others in the MTE or DTF.
safety protocols for an instrument's use and provide for proper 5 A practitioner’s involvement in (or alleged involvement in) an
privileging procedures. Adverse outcomes involving equipment mal- jncigent of gross negligence or acts of incompetence or negligence
function will be reported immediately to the risk manager (para causing death or serious bodily injury.

3-9). ) . ) . (b) If a patient’'s welfare is immediately threatened, the chief of

k. Musculoskeletal manipulationslusculoskeletal manipulations  he gepartment or service in which the practitioner is assigned has
consist of palpation and other manual techniques USgf same authority as the commander or chairperson to take sum-
predominantly by osteopathic physicians. These manipulations arémary action. In unusual situations, for example, inebriation or bi-
used to evaluate and correct somatic dysfunctions that impair orzarre pehavior, the senior medical officer available, of whatever
alter functions of the somatic systems. These include the skeletalgrage, will have authority to act summarily.
arthrodial, myofascial, vascular, lymphatic, and neural systems. This (c) The commander (or DCCS, if the commander is not readily
policy does not provide guidance on joint mobilization that physical gyajlable) will review the action at the first available opportunity.
therapists commonly use and that do not exceed the normal range o§ych action (abeyance) will become effective immediately and will
motion of joints. The following policy guidance applies to mus- not exceed 14 days except that the commander may extend the
culoskeletal manipulation procedures: action for an additional 14 days.

(1) Graduates of accredited colleges of osteopathic medicine may (2) |mmediate notificationimmediate telephonic notification to
provide musculoskeletal manipulations. Possession of the Doctor ofthe next higher headquarters and to SGPS-PSQ (AUTOVON

16 AR 40-68 20 December 1989



289-0088 or commercial (703) 756-0088) will be made of any taking actions for failure to maintain conditions of employment
incident of gross negligence and acts of incompetence or negligencécivilian). If the practitioner remains on active duty, consideration
causing death or serious bodily injury, or allegations thereof. Writ- will be given to changes in AOC or Sl and specialty pays. The
ten confirmation of telephonic notification will be pkrbelow. commander will make a recommendation through the major MED-
(3) QA investigation. COM to the U.S. Total Army Personnel Command, (TAPC-OPH-
(a) In cases of summary action (medical incident or significant appropriate career branch), 200 Stovall Street, Alexandria, VA
unprofessional conduct) there will be an immediate investigation. 22332-0417, with an information copy to HQDA (SGPS-PSQ),
The chairperson of the credentials committee will appoint an officer, 5109 Leesburg Pike, Falls Church, VA 22041-3258.
pursuant to the authority of this regulation, to conduct an informal (2) A suspension period will not ordinarily exceed 60 days and
investigation and report to the credentials committee. The MTF can only be extended by the commander for good cause; for exam-
commander may request that an officer with the appropriate spe-ple, investigation, completion of appeal, or illness of any necessary
cialty be made available from another command;that is, the regionalparticipant.
Army MEDCEN for U.S. Army Health Services Command (HSC)  e. Hearing rights.
MEDDACS and clinics, or Headquarters (HQ), HSC for HSC MED- (1) As soon as practicable (but in no case later than 14 days)
CENSs; HQ, 7th MEDCOM for MTFs in Europe; the 18th MED- after action affecting a practitioner’s privileges is taken, or after an
COM for Japan and outlying MTFs in Korea; and Tripler Army investigation when the investigation provides reasonable cause, a
MEDCEN for the 121st EVAC hospital.) To maximize objectivity, a written notice of the privileging action will be delivered to the
recognized, unaffiliated civilian specialist may be requested to ac-practitioner personally or by certified mail, return receipt requested
tively participate in the investigation wherever practical. (fig 4-1). A separate page endorsement (receipt acknowledgment)
(b) The investigation may include voluntary consultation with the Will accompany the written notice (fig 4-2). The written notice of
practitioner; review of any relevant documents; or discussions with the privileging action will specify the deficiencies, suspension, re-
other persons having knowledge of the conduct involved. When thestrictions, and duration, and the right to a hearing before a hearing
investigation is complete, the report should present factual findingscommittee.
of the investigation and may include conclusions or recommenda- (2) The practitioner will have 10 duty days to give written notice
tions. The commander need not await the conclusion of the investi-to the credentials committee chairperson requesting a hearing. Upon
gation prior to returning the practitioner to clinical duties. When receipt of the request for a hearing, the hearing will be scheduled
early phases of the investigation clearly indicate the absence ofPerf below. Failure to request a hearing or failure to appear at the
substandard performance, the credentials committee should meef)€aring, absent good cause, constitutes waiver of a hearing and
review the preliminary details of the investigation and advise the appeal rights. The commander will determine, if requested by the
commander without delay. At the conclusion of the investigation, Practitioner, whether good cause existed. This decision is final and
the credentials committee will review the full report and make NOt subject to appeal. In the event of a waiver, the committee’s
recommendations concerning the practitioner’s clinical privileges. fecommendation will be forwarded to the MTF commander for
The practitioner will be notified of his or her hearing rights. review and final action. The final action along with the notice of
c. Routine actionWhen adverse information is submitted to the @action will become a part of the PCF (para 4-11).
credentials committee and summary action is not necessary, the f- Hearing committee procedures. _ _ _
action to be taken may include— (1) The senior _member of the hea_mng_ committee WI|| b_e desig-
(1) Investigation.If more information or background concerning nated as the chairperson. The hearing is administrative in nature.
the practitioner's conduct is necessary, the credentials committeel Nerefore, the rules of evidence prescribed for trials by courts-
chairperson may investigate further [#B) above, or may desig- martial or for court proceedings are not apphcable. The committee
nate an investigating officer to do so. In designating an investigating™must be fully informed of the facts so that it may make an intelli-
officer, it should be remembered that while such officer is usually 9€Nt; reasonable, good-faith judgment. To become informed, the
available to testify at any hearing after the investigation, he or she iscommittee may question witnesses and examine documents as nec-
disqualified from participation in or voting as a member of the €SSary- The procedures in AR 15-6 should be consulted for proce-
credentials committee on this matter. d_ura_l guidance in c_onductlng the_ hearlng;_ however, they are not
(2) Credentials committee chairperson actioffter reviewing binding on proceedings under this regulation.

the investigation report and/or other pertinent information, the chair- _(2) The chairperson of the hearing committee will advise the
person may— practitioner in writing (fig 4-3), delivered personally with a memo-

(a) Recommend that no action be taken. rand_um for acknowledgment (fig_ 4-4), or by certified mail, return
(b) Initiate summary action. receipt requestgq, of the following: _
(c) Determine that the information warrants review by a hearing (&) The specific concerns that led to the need for the hearin-
committee for recommendations as to whether the practitioner's9(including dates and pertinent documents where appropriate).
privileges should be suspended, restricted, or revoked. (b) The time and ]ocatlon of thg .hea.\rlng (which will be 10 duty
(3) Collateral actions.In the case of suspected drug or alcohol d2Ys from the receipt of the notification unless extended by the
involvement, a member of the impaired provider committee will be hearing committee chairperson for good cause). For RC practition-

appointed to the hearing committee. (See chap 7.) If a hearing iLrs, the hearing will be within 30 calendar days of the notification.
required, the chairperson will give the practitioner written notice of he(z;:r)inThionmarmtetzeOf the witnesses to he called to testify 1o the
it per f below. In the event the practitioner waives the hearing, the (d) 'Ighe riaht to. be present to opresent evidence to guestion
credentials committee will send its recommendations to the MTF witnesses clzglled and tg call \;vitnes?sez in hi\s” or he‘r ber?aLlJIf 'Il'he
commander. It will also deliver a copy of its recommendation to the ' :

practitioner. A notice of the commander’s decision will be delivered practitioner should be adws_ed that he. or she is respon5|ble for
to the practitioner with a copy placed in the PCF (para 4-11) arranging the presence of his or her witnesses and failure of such
d. Suspension or restriction of clinical privilegds. any case " witnesses to appear will not constitute a procedural error or basis for

. - - . o delay of the proceedings.
involving actions other than total suspension of privileges, the com- -
mander will designate by name a supervisor or peer who will submit (€) The right to consult legal counsel. (See (3) below.)

progress reports to the credentials committee at specified dates (inbtr(mi)r Trzg rgrsicrt]'tt;inveg 'S{Nfﬁlz tc;uccohnsrueltpmgé rllltagtei‘\l/ ggur?]?; cz)artti% the
ternal determination) documenting current performance. :

X o, . hearing and advise the practitioner during the hearing, such repre-
ri(vlil)evgrs]e; dthhee '\c:l::hgoi?rggr}gﬁr er;aserrfeosrtrgicrtledthz ?&ﬁcrt:'r?n;rosf sentatives will not be allowed to participate directly in the hearing
p ges and ne | onger per] gt . 9 (for example, they will not be permitted to ask questions, respond to

normal duties in his or her specialty practice, consideration will be

given to separation in a less than fully privileged status (military) or ?hueesrté%r(;?dc))n behalf of the practitioner, or seek to enter material into
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(4) During an investigation or hearing under this regulation and if practitioner may request that observers be permitted. The chairper-
requested by the employee, the exclusive representative of an appraon will normally grant the request. The chairperson may limit the
priate bargaining unit has the right to be present under the followingnumber of observers and exclude those who are disruptive.

conditions: (11) The hearing committee may obtain advice concerning legal
(a) Whenever a civilian employee of the unit is the subject, guestions from_the servicing judge_ advocate office. The practitioner
practitioner, or witness during the proceedings. should be advised of legal questions and answers.

(b) If the employee reasonably believes that the inquiry could J- Action on hearing recommendations. .
lead to disciplinary action against him or her. Unless required by the (1) After the record of the hearing has been prepared, the hearing
collective bargaining agreement, there is no requirement to advisecommittee will forward the record, including findings and recom-
the employee of this right. If the employee requests the presence off€ndations, to the MTF commander. (See (2) below.) A copy of the
the exclusive representative, a reasonable amount of time will belindings and recommendations (and, if requested, a copy of the

allowed to obtain him or her. The servicing civilian personnel office h€aring record) will also be delivered to the practitioner. If all
qualified members of the credentials committee did not act as the

and labor counselor will be consulted before denying such a request . X . . -
The role of the union representative is not wholly passive, aIthoughhear('jng. commkl]tteclec,i tbherf1 the [jec(;)rt()j, |ﬂcluhd|ng_ findings and rﬁcom-h
he or she will not be permitted to make the proceedings adversarialtn;en agon?, f ou '?t or\t/vatrhe y the dear'llpl‘? comlr.r;]ttge t I’Otl)Jg
Subject to the direction of the hearing committee chairperson, the e credentials commitiee to the commander. 1he qualified members
union representative may be permitted to explain the employee’sOf the full credentials committee (excludlng any _hea_rlng committee
" . members or member having acted as the investigation officer) must

position (|f_the employee _agrees) or to persuade the employee toeither concur by endorsement with the recommendations or may
cooperate in the_ proce_edlng_s. . ) submit separate recommendations. If a member of the credentials
. (5) The cqmmlttee will review all the r.na.ter|a| presented, .|nclud- committee is absent (for example, through TDY or illness) when the
ing that provided by the practitioner. If criminal misconduct, includ- report is forwarded, such absence will be noted by the credentials
ing dereliction of duty, is known or suspected, the chairperson of committee chairperson, and the case forwarded to the commander
the hearing committee will advise the practitioner of his or her ithout action by the absent member.
rights, using DA Form 3881 (Rights Warning Procedure/Waiver  (2) Prior to action by the commander, the record, including find-
Certificate). The chairperson will arrange for the orderly presenta- jngs and recommendations, will be reviewed by a judge advocate or
tion of information. If an investigating officer was designated per DA civilian attorney for legal sufficiency. Where practicable, this
¢(1) above, he or she may present exhibits and testimony to thereview will not be conducted by the CJA.
hearing committee. The investigating officer will not participate in (3) The commander will review the hearing record, including
committee deliberations. Any objections made by the practitioner findings and recommendations. The findings and recommendations
will be ruled on by the chairperson. A summarized record of the are advisory only and not binding on the commander. The com-
proceedings will be made, although in rare cases the chairpersomander will then make a decision regarding the practitioner’s privi-
may have the proceedings recorded in verbatim form, if approvedleges. Written notice of the decision with the date of delivery noted
by the MTF commander. (If a verbatim record is requested, theon it will be delivered to the practitioner. A copy of the notice will
chairperson should ascertain from the servicing judge advocate ofbe placed in the individual's PCF. The appropriate department,
fice whether a Department of the Army (DA) court reporter (mili- service, or clinic chiefs will also be advised of the decision. If the
tary or civilian) is available and provide this information to the decision includes suspension, restriction, or revocation of privileges,
commander. Funds may not be expended to hire a contract reporterlj’le notice should advise the practitioner of the right of appeal. (See
Because these proceedings are covered by 10 USC 1102, no recor@ above.) For a contract practitioner, there is no right of appeal
ing devices, other than that used by the reporter or secretary tdeyond the MEDDAC, MEDCEN, or DENTAC level.
prepare the record, will be permitted in the hearing. h. Separation. B o N

(6) At the close of the presentation, the practitioner being exam- (1) The loss of clinical privileges of an AMEDD practitioner may
ined will be excused, and the hearing committee will determine, by b€ the basis for separation from military or civilian service (see AR

majority vote ((8) below), the recommendations to be made. They©635-100 and AR 135-175). When clinical privileges of an AMEDD
may include (but are not limited to)— military or civilian practitioner are suspended, restricted, or revoked,

(a) Reinstating privileges a local command review will be held to determine whether the

(b) Setting terms of limitations such as requirements for consulta- practitioner should be considered for separation.

. . S T A (a) For practitioners separating in a less than fully privileged
tion a_rt1td |det:1t|f)|/(|jng ?eﬂuinmes that redql:_lre 'mprol"‘?mem- (The status, information will be released to appropriate professional regu-
commitiee should not make recommendations involving the reas'Iating authorities only by TSG. The practitioner will be informed of
signment of a practitioner.)

. S . - . the effects of leaving the service in a less than fully privileged
(c) Suspending or limiting clinical privileges and specifying the g4ty

length of time. (The hearing committee should also recommend () For a practitioner with a service obligation, consideration
whether a practitioner should be released from active duty or em-myst then be given to branch transfer or reclassification action or, as

ployment (para 4-&.) an exception to policy, elimination from the service.
(d) Revoking clinical privileges. (2) The facility that initiated adverse privileging actions will be
(e) Reconvening the hearing, after appropriate notice to the prac-responsible for finalizing privileging actions. This includes actions
titioner, to consider additional relevant evidence. when a practitioner has been sent to another facility for evaluation

(7) The hearing committee should bear in mind the gravity of its and found unfit for duty. In this case the practitioner must also be
responsibilities and the need to clearly document the basis for itsadvised of his or her rights of due process.
findings and recommendations. General statements should be sup- i. Civilian training. If subsequent to an adverse privileging action
ported by specifically identified incidents or situations. Case histo- the practitioner is not separated and seeks remedial training at a
ries relied on should be tabbed as exhibits to the record &fglian institution, that institution will be notified of the adverse
documented by copies of pertinent medical records where feasiblePrivileging action. ,

(8) Each member of the committee must either vote yes or no. J- Off-duty employmentin the event of suspension or loss of
No abstentions are permitted. Voting will be done by secret ballot, €linical privileges by a military practitioner who has permission to

(9) The members of the credentials committee may act as theENgage in remunerative profe_ssm_nal_ civilian _er_nployment at a hospi-
hearing committeeg(below). A member of the practitioner’s disci- Fal, medlpal center, or qther Institution proyldlng health care serv-
pline should also be a member of the hearing committee. ices, action will ordinarily be taken to withdraw permission for

. ! . continued employment per AR 40-1. Such civilian employer will be
(10) The hearing will be closed to the public. However, the notified of all privileging actions by the MTF commander as they
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occur, if the practitioner continues employment. This is the only 3. Being found impaired by reason of drug or alcohol abuse or
exception to TSG as the information releasing authority. alcoholism.
k. Reporting requirements. 4. Intentionally aiding or abetting the practice of medicine or
(1) Clinical privileges changesWhen an MTF commander sus- dentistry by obviously incompetent or impaired persons.
pends, restricts, or revokes clinical privileges of a practitioner, the (g) Commission of an act of sexual abuse, misconduct, or exploi-
commander will complete DD Form 2499 (Health Care Provider tation related to the practice of medicine or dentistry.
Adverse Clinical Privileges Action Report (RCS (h) Possessing, prescribing, selling, administering, giving, or us-
DD-HA(AR)1611)). One copy will be submitted within 3 workdays ing any drug legally classified as a controlled substance for other
following each adverse privileging action through the next higher than medically acceptable therapeutic purposes.
headquarters to HQDA (SGPS-PSQ), 5109 Leesburg Pike, Falls (i) Prescribing, selling, administering, or providing a controlled
Church, VA 22041-3258. For a supply of blank DD Forms 2499, substance for use by the practitioner or a family member of the

see appendix A. For preparation of DD Form 2499, Isbelow. practitioner without prior waiver of policy.
(2) QA investigations. () Violating Federal, State, or military laws or regulations on
(a) The beginning of an investigation will be reported within 2 controlled substances. _ N

workdays to the next higher headquarters. (k) Fraud under dual compensation provisions of Federal statutes

(b) If an allegation is not substantiated, the commander will send relating to directly or indirectly receiving a fee, commission, rebate,
a report within 7 workdays of the completion of the investigation OF other compensation for the treatment of patients eligible for care
through the next higher headquarters to HQDA (SGPS-PSQ), 51090 DOD MTFs. o )

Leesburg Pike, Falls Church, VA 22041-3258. The report will pro-  (I) Failure to report to the privileging authority—

vide the following: 1. Any disciplinary action taken by professional or governmental
1. A summary of the information giving rise to the investigation. ©Organization reportable under this regulation. .
2. The rationale for the commander's decision. _2. Malpractlc_:c_a_awards, judgments, or settlements occurring out-
3. A notation signifying level of confidence in the practitioners Side DOD facilities.

performance. 3. Any sanction taken by a civilian licensing agency or health

¢) Status reports (status changes) using DD Form 2499 will be ¢'€ facility. . . . .
pr(O\)/ided thrgugh(the next gig%er hgeadquarters to HQDA(.G.) Chafged practitioner separationA practltloner(mlllta_ry or
(SGPS-PSQ) until final action has been completed and so indicatec?'v'“an) will not be allowed to separate from DOD service until

on a DD Form 2499. This form should have the date mailed from cfiminal investigations and resultant privileging actions are final
the MTF in the top .right corner unless the Secretary of the Army authorizes earlier separation.

. e : : : ) (7) Reporting authority. TSG is the reporting authority to State
megﬁ)d:r’esagg?:is?gr?S(Iggbc\:/zg)lﬁ|Iolgcathseer\wl\tmtt(t)e?h : or:';i ?‘T tr?; ?]cér:d_ regulatory authorities, the Federation of State Medical Boards, the
quarters along v?/ith DD Form 2499 upon comp?etion of thNational Practitioner Data Bank, and/or other appropriate central
privileging action if there was a restriction or revocation g earinghouses regarding adverse privileging actions, unprofessional
privileges conduct ((5) above), and any charges of which the practitioner is

@) Reétoration of privilegeswhen the MTF commander ap- found guilty, pleads guilty, pleads nolo contendere, or requests dis-
proves total or partial restoration of clinical privileges previously charge in lieu of court-martial. ;
removed, DD Form 2499 will be submitted per (1) above. (8) Late chargesCharges of substandard performance and mis-

5) R tabl i f fessional duRtactiti conduct that are filed up to 12 months following separation from
) eportablé actions for unprotessiona con actitioners DOD service will be investigated and reported per (1) above. Such
charged with any of the actions below will be evaluated by the

dential it d privilegi dati it i practitioners will be notified of the charges and of their rights.
credentials commitiee and privileging recommenadations, 1t any, wi I. DD Form 2499, completion instruction€heck the appropriate

be made to the commander. Although the credentials committee i, for gach numbered item on initial or first-time actions. When

not a criminal investigative body, it can and will consider all evi- ,,qaiing an action, as a minimum, respond to items 1 through 7 and
dence from such investigations in its deliberations. Whenever any of10 through 14

the following oceur, A DD. Form_ 2499 will be submitted per (l.) (1) Item 1. Enter the fiscal year and the date of the report.
above. Any privileging actions will be noted. The commander will (2) tems 2 and 3.Enter the Service filing the report. If the
glsoﬂngtlfy any |c|V|I|an fagllltles in ‘gh'Ch tze prhactltlc‘)lner IS e&‘?aghe‘j practitioner is on active duty at the time of the privileging action,
It?] ofr- u?{_emp F’szf‘ti dn a?tllsd feeme thf) ave _focculr_re bIW €N indicate the Service; otherwise check civilian.

e practitioner is indicted or titled for an offense (if applicable), or (3) Items 4 and 5Indicate whether this is an initial report or an

after completion O.f applicable _prO(_:eedin_gs and _corr_]mand action. update of a previously filed report. The date requested is the date of
(@) Fraud or misrepresentation involving application for DOD o 4ction being reported.

service that resul_ts in discharge _from .the service. (4) Item 6a.Enter the name of the MTF.
(b) Fraud or misrepresentation involving renewal of contract for  (5) 1tem 6b.Enter the Health Affairs Defense Medical Informa-
professional employment, application for or renewal of clinical priv- jgn System (DMIS) code for the facility responsible for maintaining

ileges, or extension of service obligation. and reviewing the PCF of the practitioner. The DMIS number is

(c) Cheating on a qualifying examination. ] _available from AQCESS or the patient administration division of the
(d) Commission of a serious misdemeanor, defined as an actionyTE.

punishable by a fine or forfeiture of pay greater than $1000, con- () jtem 7.Enter the HCP’s SSN.
finement greater than 30 days, or punitive separation, whether under (7) |tem 8.Enter the profession of the practitioner. If the practi-
civilian or military jurisdiction. tioner is a physician or a dentist, enter also the highest level of

~ (e) Entry of guilty, nolo contendere plea, or request for discharge education (specialization) and the primary specialty.
in lieu of court-martial while charged with a serious misdemeanor or  (8) Item 9. Self-explanatory.

felony. (9) Item 10a.This block requires a brief description of the type
(f) Abrogating professional responsibility through any of the fol- of action taken. Examples: Required to have consultation on all
lowing actions: inpatients; operative surgery only with supervision, no emergency
1. Making false or misleading statements to patients regarding call, may not prescribe third generation cephalosporins, American
clinical skills and/or clinical privileges. Society of Anesthesiology Class | patients only.
2. Willfully or negligently violating the confidentiality between (10) ltem 10b.If the action is a suspension, enter duration. If
practitioner and patient except as required by civilian or military permanent, also enter whether a restriction or a revocation.
law. (11) Item 10c.Enter all applicable actions.
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(12) Item 11.Enter all applicable reasons for the adverse action. (b) DA Form 4691-R.
Circle the primary reason in cases involving more than one reason. (c) DA Form 5440-R-series (current and past).
(13) Item 12.List the States in which the practitioner is known to (d) DA Form 5441-R-series (current and past).

be currently licensed. (e) DA Form 4692-R (Clinical Privileges Annual Evaluation)
(14) Item 13.Do not complete. Notification and completion of (past).
item 13 will be done by the Office of The Surgeon General. () DA Form 5753-R (USAR/ARNG Application for Clinical
Privileges to Perform Active/lnactive Duty Training) (for RC
4-10. Appeal process practitioners).

a. Where the MTF commander has decided to suspend, restrict, (2) Section II.
or revoke clinical privileges, the practitioner will be granted 10 duty  (a) DA Form 5374-R (current and past).
days (extendable in writing by the commander) to send a written (b) Provider activity profile data as determined by the credentials
appeal by certified mail to the next higher commander as follows: committee and commander per paragrap{3%—& summary
(1) Continental United States (CONUS): Commander, Healtbrm).

Services Command (includes Alaska, Hawaii, and Panama). (c) Credentials and privileges granted (scope of practice) from
(2) Outside continental United States (OCONUS): civilian MTFs or DTFs where the member is employed or practicing
(a) Commander, 7th MEDCOM—Europe. (for RC practitioners).

(b) Commander, 18th MEDCOM—Korea and Japan. (3) Section Ill. Documents of adverse action by Army MED-
b. The appropriate major MEDCOM commanderaimbove will DAC, MEDCEN, or DENTAC:

establish a committee of at least three senior physicians (MC offi- (a) Letters of notification.
cers), one of whom will be of the same discipline as the practitioner (b) Letters of acknowledgment.
being reviewed to act as the appeal committee. Other corps will (c) Hearing summary or minutes.
each be represented when privileges in their respective disciplines (d) Investigations.
are reviewed. If the practitioner is a dentist with no hospital privi- (e) Adverse statements, to include National Practitioner Data
leges, the appropriate major medical commander may appoint aBank reports.
committee of three dental officers to act as the appeal committee. If (f) Letters of decision.
the dentist has hospital privileges, the committee will consist of at (g) Malpractice claims together with the peer review determina-
least two physicians and one dental officer. tion whether the standard of care was met, and National Practitioner
c. The appeal committee will review all information furnished by Data Bank reports.
the practitioner, as well as the hearing record, findings, and recom- (h) Copies of any other adverse information.
mendations. After considering the information, the committee will ~ (4) Section IV.
advise the major MEDCOM commander of the decision of the (&) Medical continuing education (CE) summary, which includes
committee concerning the appeal, and the committee’s recommenda@ 3-year history of courses, sponsors, locations (city and State),
tions as to the commander’s action on the appeal. The findings andlates (start/end), and CE hours/units (AQCESS summary). This
recommendations of the committee are advisory in nature, and dcgducation or training will be validated.
not bind the commander. (b) Lectures given, papers published, and special activities (for
d. A copy of the decision on appeal will be forwarded by the example, research).
major MEDCOM to HQDA (SGPS-PSQ), 5109 Leesburg Pike, (5) Section V.DA Forms 5440-R-series, 5441-R-series, and
Falls Church, VA 22041-3258, within 7 working days following the 5374-R from previous MTFs or privileges granted at civilian agen-
decision. This information should include a copy of the credentials cies, if applicable.
committee minutes at which the original action was taken to modify ~ (6) Section VI. o
privileges, a copy of the hearing proceedings and evidentiary materi- () Copies of diplomas, certification, licenses, and so forth.
al, and a copy of the decision on appeal. (b) Verification documentation (para 4)6
e. The practitioner may appeal the decision of the major MED-  b. The PCF will be released only to the MEDDAC, MEDCEN,
COM commander to the Office of The Surgeon General (HQDA OF DENTAC commander; the credentials committee; and reviewing
(SGPS—-PSQ), 5109 Leesburg Pike, Falls Church, VA 22041_3258).a}uthor|t|es or officially appomted auditors or inspectors. The practi-
This final written appeal must be sent by certified mail, return tioner may, however, authorize release to others; for example, draft-
receipt requested, within 10 duty days after the practitioner receivesNg letters of recommendation. (See parahtef separation.)
notice of the MEDCOM commander’s findings. If the practitioner ~ C- The PCF will be kept for the entire service career of the
appeals, TSG will be the final appellate authority for suspending, military practitioner to _|n_(_:|ude active and inactive service |n_the
restricting, or revoking clinical privileges. ARNG or USAR. For civilians, it will be _kept for the entire period
f. Administrative action to separate the practitioner as a result of ©f Work within the AMEDD. For the active duty practitioner who

a privileging action under paragraph 4—4 will normally be deferred 10inS the ARNG or USAR, the gaining RC unit will request the PCF
from the last MEDDAC, MEDCEN, or DENTAC of appointment.

pending appeal resolution. Practitioners who separate prior to reso- - . :
lution of their appeal will be informed in writing that the process - PCFs of personnel attending schools or changing duty stations

will be completed as though they were still on active duty or Will be forwarded per paragraph 4-3.
employed. Special considerations such as extensions of time for ©- Disposition of PCFs is as follows: -
appeal will not be granted. (1) Copies of PCFs and PAFs of practitioners containing any

i ; o~ ; ; t adverse privileging actions will be sent to HQDA
g. For nonprivileged licensed practitioners, pending reporting to P€rmanen .
the National Practitioner Data Bank (para 4-13), appeal of notifica- (SGPS~PSQ), 5109 Leesburg Pike, Falls Church, VA 22041-3258,
t the time of separation.

:If?; ft%;rigtitgri?yénk may be made to the MTF commander, who is? (2) Copies of PCFs of practitioners who have separated in good
standing with defined privileges will be maintained by the MTF of
4-11. Practitioner's credentials file last assignment or employment for at least 1 year.

a. The PCF maintained for practitioners (para 4-1) will contain  (3) For disposition of the original PCF after a practitioner sepa-
the documentation listed below. The PCF will be a six-part file rates or retires from service or, if civilian, ends his or her employ-
(National Stock Number 7530-00-990-8884) with like documents ment with the AMEDD, see AR 25-400-2, FN 40-66d.
grouped together and filed in reverse chronological order (most
current on top).

(1) Section 1.

(a) Identification photo (official military or passport photo).

4-12. Practitioner activity file

a. A PAF will be maintained for each practitioner; it is a peer
review working file. Material to be kept in the PAF will reflect the
following in semiannual increments:
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(1) Practice profile, for practitioners with admission privileges. c. The chief of the department or service will use the PAF data in
AQCESS Practice Profile reports providing number of discharges, periodic reevaluation and privilege reappraisal (parae4—8
procedures (by procedure), deliveries, intensive care unit admis- d. The PAF data may be removed and destroyed, except as re-
sions, and inpatient deaths. quired to be transferred to the PCF (para 4-11), when the creden-

(2) Practice profile, for primary care practitioners without ad- tials committee judges that the data are reflected accurately and
mission privileges.Average daily patient load, number of times completely in the most current performance assessment and privi-
assigned emergency services, percentage of time in deployed statutgges reappraisal. (The practitioner should be given the opportunity
and name of supervising physician, as appropriate (AR 40-48). to keep any productivity and computer-generated data prior to its

(3) Outcome. destruction.) - .

(a) Cases of superior care with appropriate documentation. e. A practitioner may, on request and in the presence of a com-

(b) Number of cases referred to the credentials committee regardmand representative, be allowed to review the contents of his or her
ing possible substandard care. (AQCESS Provider Profile reportsPAF- In addition, the contents of the PAF may be used by an
showing variations:that is, surgical case, transfusion and drug usag@PPropriate supervisor for counseling purposes, letters of recommen-
reviews, and occurrence screens may be used.) dation, letters of inquiry, evaluation reports (for example, OER), and

(4) Malpractice. RM data relating to filed or settied malpractice preparation of graduate professional education documentation and

cases together with peer review findings. Claims reported to the riskreﬁcergg\clze' teria definiti i the
manager identifying practitioner involvement will be posted to that - criteria dennitions are In the glossary.
practitioner's PCF, together with the peer review determination as 104 13 National Practitioner Data Bank reports

whether the standard of care was met. _ o a. Public Law 99-660(The Health Care Quality Improvement)

(a) The chairperson of the RM committee, using military memo- Act of 1986, Public Law 99-660, title IV provides for reporting of
randum format, will forward to the credentials committee chairper- malpractice claims resulting in monetary settlements and profes-
son his or her statement that further assessment by the credential§onal review actions to the National Practitioner Data Bank. HCPs
committee is re_quested. Subsequent to credentials committee revieWpara 9-1) will be reported, whether licensed or under grace periods
and determination that the standard of care was or was not met, thgr waivers for licenses. 10 USC 1102 provides protection for those
original memorandum, together with committee findings or action, providing information to professional review bodies, unless such
will be placed in section Il of the PCF. The credentials committee jnformation is false and the persons providing it knew that the
will document the committee action in its minutes. information was false.

(b) It is expected that most malpractice claims will have been b. Malpractice paymentdJpon notification by the local CJA to
reviewed as PCEs or adverse events and, therefore, resolved by thée risk manager that a monetary award has been granted to a
RM program or referred to the credentials committee for its assessclaimant (settled administratively by the Army Judge Advocate
ment. When this review has occurred and a claim arises af@®neral Corps or litigation cases settled or adjudicated by the De-
previously being reviewed as a PCE, the risk manager will forward partment of Justice), the MEDDAC, MEDCEN, or DENTAC will
a formal statement to the credentials committee indicating either thatreport the following within 7 working days per below.
no further action is required or the claim requires further (1) Name of claimant.
assessment. (2) Name of patient (if not the claimant).

(c) Claims identified by the MTF on practitioners who have de-  (3) Claim number used by the CJA.
parted on PCS or separation will be reviewed as above. Findings (4) MTF or DTF.
and committee minutes will be forwarded through the next higher (5) Date of incident.
headquarters to HQDA (SGPS-PSQ), 5109 Leesburg Pike, Falls (6) Primary and secondary diagnoses for which the patient
Church, VA 22041-3258. entered care. (See narrative summary in inpatient treatment record

(d) Claims will be reviewed by the RM committee in an attempt (ITR) for inpatients.)
to identify those practitioners who provided the patient care that (7) Amount and date of settlement or adjudication.
formed the basis for the claim and, when identified, the above (8) Name, rank, SSN, and AOC or Sl of practitioner with pri-
procedures will apply. mary care responsibility (excludes house staff).

(5) Administrative. (9) Nature and attribution of alleged negligence or incompetence

(a) AQCESS Provider Profile reports providing expiration dates that Ied to the claim. The attribution may include one or more of the
of basic cardiac life support (BCLS), advanced trauma life support following:

(ATLS), and advanced cardiac life support (ACLS) training (&) A physician.
certificates. (b) A nonphysician. .

(b) Reports on medical record deficiencies and delinquencies. At (C) Institutional responsibility; for example, equipment and power
a minimum, the following medical record deficiencies will be iden- failure. (Payment for claims that deviate from standards of care but
tified and recorded: outside the control of practitioner will not be reported to the data

1. History and physical not done within 24 hours of admission. bank.)

2. Operative report not dictated within 24 hours of completion of _ (10) Peer review of performance of the practitioner to whom the
surgery. care was attributed and how, in the opinion of the review body, the

3. Narrative summary not dictated within 4 working days of situation might have been avoided. This body will then categorize

: ; the case as—
patient discharge.

(6) Committee actionsOngoing peer review; that is, minutes, &Eg mﬁoftgre]?/gt(ijjn:ffrcoanze.standards of care
recommendations, counseling, and sanctioning documents of any ’

. X Lo T, : c) Did not meet standards of care (major deviations).
case_l_eadlng to investigation or adverse privileging actions of the gl)l) When peer review determines s(,ubsj,tandard care) to one or
practitioner.

(7) Other. The PAF will at all times contain a verified current more licensed practitioners (excludes house staff), a separate report

. L . L will be submitted for each practitioner.
State license expiration date, date of last clinical privileges reap- b

) e o o c. Professional review actions.
praisal (minimum of every 2 years), date of last training (certifica- 1) pofessional review actions are privileging actions that ad-
tion of completed courses, and number of hours or units of

tinui d i tified b ‘ . | ot rsely affect clinical privileges for privileged practitioners (after
gggo::?aliilgngs)e ucation certine y professional societies gbpellate review, commander decision if no appeal, or separation—

. ' . . whichever comes first).
P(E)I': The PAF will be filed with the PCF but will not be part of the (2) For HCPs (para 9-1), whether licensed or under grace periods

or waivers, and house staff who are convicted, plead guilty, plead
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nolo contendere, receive a discharge in lieu of court-martial, receive
a discharge in lieu of criminal investigation, or receive a less than
honorable discharge for unprofessional conduct (par&(8)9 a

DD Form 2499 will be submitted within 3 working days of the date

the practitioner was formally charged with committing the unprofes-

sional conduct or on the date of discharge, whichever comes first.

(3) For HCPs not individually privileged, DD Form 2499 will be
completed as follows:

(a) Blocks 1-9, information as appropriate.

(b) Block 10, omit.

(c) Block 11, check or specify the reason for action.

(d) Block 12, give State of licensure and expiration date.

(e) Block 13, do not complete. TSG is the notification authority.

d. PCF.Copies of the reports sent for inclusion in the data bank
will be placed in Part Il of those practitioners’ PCF identified with
the case. If the practitioner(s) is no longer at the MTF or DTF, the
report will be sent to HQDA (SGPS-PSQ). (S=kelow.) (For the
nonprivileged HCP, a notation will be made in the appropriate
departmental or service records.)

e. National Practitioner Data Bank reportindReports will be
sent through the next higher headquarters to HQDA (SGPS—-PSQ),
5109 Leesburg Pike, Falls Church, VA 22041-3258. TSG is the
reporting authority. Copies of reports sent will be given to the
HCPs.

f. HCP Data Bank inquiriesinquiries for data on HCPs will be
made to the National Practitioner Data Bank as follows:

(1) By the appropriate recruiting agency at the time of applica-
tion for employment.

(2) By the MEDDAC, MEDCEN, or DENTAC at the time a
practitioner applies for clinical privileges.

(3) By the MEDDAC, MEDCEN, or DENTAC at the time of
periodic reevaluation and privilege renewal.

(4) By the MEDDAC, MEDCEN, or DENTAC at the beginning
of any investigation of an HCP for substandard performance or
unprofessional behavior.

4-14. Retired mobilization volunteers

a. Preassigned retired volunteers meeting requirements for clini-
cal privileging (para 4-1) will forward a copy of their PCF at the
last MEDDAC, MEDCEN, or DENTAC of assignment to the cre-
dentials committee of the preassigned MEDDAC, MEDCEN, or
DENTAC.

b. The MEDDAC, MEDCEN or DENTAC staff operations offi-
cer or equivalent will semiannually give the credentials committee a
current list of preassigned retired volunteers. If a needed PCF is not
available, the facility will send a letter to the volunteer requesting a
copy of the PCF. This PCF should be filed in the retired volunteer’s
Military Personnel Records Jacket (MPRJ) on file at U.S. Army
Reserve Components Personnel and Administration, ATTN:
DARC-PPC, 9700 Page Boulevard, St. Louis, MO 63132-5200. In
the event that the volunteer is unable to obtain a copy of the PCF,
DA Form 4691-R (front side only) will be submitted.

c. If the volunteer has not responded by the next semiannual
update, the operations officer will be informed that the individual's
credentials must be made available and verified in order to continue
participation in the program.
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(MEDDAC, MEDCEN, or DENTAC Letterhead)
S: (Suspense date)
OFFICE SYMBOL (640-10e) (Date)
MEMORANDUM FOR (Name, Grade, and Address of Practitioner)
SUBJECT: Notice of Summary dLimitation) (Suspension)of Clinical Privileges
1. You are hereby notified that your clinical privilege§MEDDAC, MEDCEN, or DENTAC) are (limited) (suspendedas follows: Effective immediately your
clinical privileges have beelimited) (suspendedfor improper (state specifically the deficiencies involved and the scope of the action). The period of

(limitation) (suspension)is (indefinite) (temporary)pending action by the credentials committee at its meeting schedulddate)

2. You are advised that you have the right, upon your request, to have the credentials hearing committee conduct adwéasirtisoaction concerning your
privileges. The hearing procedures and your hearing rights are detailed in AR 40-68, chapter 4.

3. In order to have this hearing, you must make a written request for the hearing to the chairperson of the credentiats wiahimt0 days from the date you
receive this notice. If you fall to make the request within that time or if you fail to appear at the hearing so requestaigie ymur rights to the hearing and

also waive rights to appeal to higher medical or dental authority.

FOR THE COMMANDER (if authorized):

(Signature)

(Typed name)

(Grade and corps)

Chairperson, Credentials
Committee

Figure 4-1. Sample format for a memorandum of notification for a summary action

S: (Suspense date)

PRACTITIONER"S OFFICE SYMBOL(Basic Memo Office Symbol/(Date)j640-10e)
1st End Practitioner/typist initials/telephone no.

SUBJECT: Notice of Summary dLimitation) (Suspension)of Clinical Privileges

(Name, Grade, and Address of Practitioner) (date)

FOR: (COMMANDER, MEDDAC, MEDCEN, OR DENTAC AND ADDRESS,
ATTN: Chairperson, Credentials Committee)

Receipt acknowledged. | understand that | have 10 days to request a hearing, if | elect to do so, in accordance with ARt#&—68nderstand that should |
elect not to request a hearing or if | fail to appear at a hearing, | waive my right to appeal to higher medical or derital auth

(Signature of practitioner)

(Typed name)
(Grade, and corps)

Figure 4-2. Samplee format for a separate page endorsement to a memorandum of notification for a summary action
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(MEDDAC, MEDCEN, or DENTAC Letterhead)
S: (Suspense date)
OFFICE SYMBOL (640-10¢) (Date)
MEMORANDUM FOR: (Name, Grade, and Address of Practitioner)
SUBJECT: Notification of credentials hearing
1. (The credentials committee) (a credentials hearing committee) will conduct a hearing concerning allegations that nipyafiedeeysrir clinical privileges.

2. The allegations to be reviewed are (state the nature of the allegations constituting the grounds for the hearingtinetafficiaclude the date, identity, and
location of the records of activities or cases that are involved in the allegations, so that the practitioner will be apphe&sedtters under investigation.)

3. The committee will hold the hearing (&bur) on (date)at (location). You have the right to be present, to present evidence and call withesses in your behalf,
to cross-examine witnesses called by the committee, to consult legal counsel, and to be advised by legal counsel at thevilidagirygpur responsibility to
arrange for the presence of any witnesses you desire. Military counsel will not be made available to advise you at ti¥pheaepgetain a civilian attorney

at your own expense.

a. Failure to appear at the hearing will constitute a waiver of the rights listed here and the right to appeal.

b. The time and place of the hearing may be changed by the chairperson of the hearing committee upon your written recthesinbéfated suspense
date if based on good cause.

c. The committee will call the following witnesses: (list of witnesses, if any.)

FOR THE COMMANDER (if authorized):

(Signature)

(Typed name)

(Grade, and corps)

Chairperson, Credentials
Committee

Figure 4-3. Sample format for a memorandum of notification for a credentials hearing

(MEDDAC, MEDCEN, or DENTAC Letterhead)

OFFICE SYMBOL (640-10e) (Date)
MEMORANDUM FOR (MEDDAC, MEDCEN, or DENTAC and Address,
ATTN: Chairperson, Credentials Committee)

SUBJECT: Receipt of a Memorandum of Notification of a Credentials Hearing

| hereby acknowledge receipt of the subject Memorandum of Notification of a Credentials Hearing. The memorandur(dae)ated | received it orfdate).

(Signature of practitioner)

(Typed name)
(Grade, and corps)

Figure 4-4. Sample format for a memorandum for acknowledgement of receipt of a memorandum of notification
for a credentials hearing
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Chapter 5 be sent directly to the DENTAC commander for approval or disap-

Dental Activity proval. Committee recommendations relating to the DENTAC com-
mander will be sent directly to the senior dental officer in the major
5-1. Policy MEDCOM.

a. The DENTAC commander will provide quality patient care (1) The voting members of the credentials committee will be
through continued assessment of the quality and appropriateness afentists.Committee membership will be determined by the DEN-
patient care. The DENTAC commander is responsible for all aspectsTAC commander. The senior dental officer assigned to the commit-
of QA for all personnel who practice within his or her dental tee will normally serve as chairperson.The commander will appoint

treatment facility (DTF). a recorder as a nonvoting member. The chairperson may request a
b. The DENTAC commander will publish a written QAP addres- legal adviser (nonvoting) be present. When individual committee
sing the following essential components of QA: members, including the chairperson, are being evaluated for grant-
(1) Patient care evaluation. ing or restricting of privileges, they will not participate during that

period when their PCF is being evaluated.

(2) The frequency and dates of meetings will be determined by
the DENTAC commander and by committee workloads. (Meetings
(4) RM v_viII be held at Ieas’;]once ﬁnnually_.) 'Il'h? ck?mmitte_e_ will aIIov(;/ ample

: . time to ensure a thorough appraisal of the practitioner and prevent

c. The DENTAC QAP W'." parallgl the MEDDAC or MEDCEN expiration of privileges.Announcement of these sessions will be in
QAP (chap 3), the exceptions being provided in this chapter. \\iting 5 working days before the planned date. This announcement

d. QA is a decentralized function with each DTF responsible t0 glerts those practitioners who will be evaluated to make their up-
assess its operation, conduct problem solving and reassessment, ag@ted credentials and the privileges requested available to the com-
report unresolved problems to the DENTAC QA committee for mjttee before the meeting. An on-call session may be scheduled by
action. QA will be a priority for the Command Inspection Program. the chairperson—

o ) (@) To evaluate requests for additional privileges.
5-2. Dental activity quality assurance program (b) To evaluate the credentials of new practitioners.

committees ) o ) (c) To reevaluate practitioners who are in probationary or restric-
The structure of QAP committee organization will depend on the tjye categories of professional activity.

size and mission of the DENTAC. Each DENTAC or detachment (d) To consider or make recommendations to the DENTAC com-
with a Dental Corps (DC) officer commanding will have a QAP. mander that a practitioner’s privileges be suspended, restricted, or
Detachment QAP and organization will interface with the DENTAC revoked, or that the practitioner be separated from active duty or
exercising overall command. As a minimum, the following com- employment.
mittees will be formed: (e) When directed by the DENTAC commander.

a. DENTAC QA committe&@he QA committee is responsible for (3) The committee will not take action concerning a practitioner
the execution of the DENTAC QA plan and will act as a resource to unless a quorum of members eligible to vote is present. A working
the professional staff on QA issues. Input to this committee will be quorum is defined as greater than 50 percent of the voting member-

(2) Initial credentialing, granting of clinical privileges, licensure,
certification, and other professional qualifications.
(3) Utilization management.

provided by the activities listed in table 5-1. ship. Voting will be by secret ballot. All members of the committee
(1) This committee will— must either vote yes or no. No abstentions are permitted. The total
(a) Develop a written QA plan. vote cast yes or no in a particular case will be recorded in the
(b) Identify resources to implement an effective QAP. committee minutes.

(4) The credentials committee may evaluate the quality of care
provided by any HCP, as requested by the DENTAC commander.
c. TAB.A DENTAC representative will serve on the MEDDAC
or MEDCEN TAB (AR 40-2).
d. Infection control officerA DENTAC representative will serve
. . .. on the MEDDAC or MEDCEN infection control committee. This
(f) Notify the DENTAC commander when corrective action is gficar should be a member of the DENTAC QA committee. Infec-
recommended. _ _ _ tions control guidance of Army policy, the American Dental Associ-
(g) Follow up to ensure that corrective actions are implemented. 5tion (ADA), the Centers for Disease Control(CDC), and the

(h) Integrate and coordinate QA findings, recommendations, and Occupational Safety and Health Administration (OSHA) will be
actions. When problems or opportunities to improve patient carefgliowed.

involve more than one DTF, the committee will communicate infor-

(c) Review all patient care evaluation, utilization management,
and RM activities to include followup carried out at the DTF as
necessary.

(d) Set priorities for problem solving.

(e) Have the authority to recommend corrective action.

mation between DTFs. 5-3. Committee activities and reports

(i) Report pertinent findings to the DENTAC credential$ommittee activities and reports will follow the guidance provided
committee. in chapter 2. .

() Determine the overall effectiveness of the QAP at least@ Patient care evaluation (para 3-3). _ o
annually. (1) The monitoring and evaluation process is described in para-

(k) Provide minutes summarizing activities to the DENTA
commander.

(2) The exact composition of the committee will be determined
by the DENTAC commander. However, DTF officers-in-charge, the
executive officer (when assigned), the director of dental education
(when not the DENTAC commander), and the senior NCO will be
included. A dental officer will serve as chairperson. Unit: Ancillary utilization

b. DENTAC credentials committeEhe role of this committee is ~ Submit: Jan, Apr, Jul, Oct.
to recommend to the commander the clinical privileges of DENTAC pjt: pental clinic operations
practitioners serving in the DENTAC. This also includes ARNG and sypmit: Monthly.

USAR members serving in the DENTAC. The committee chairper-
son will keep and control the reports of the committee and the PCF
(para 4-11). Reports and recommendations of this committee will

Cgraph 3-2. The calendar of dental review topics appears in table
—1.

Table 5-1
Calendar of dental review topics

§Jnit: Dental laboratory service
Submit: Mar, Jun, Sep, Dec.
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Table 5-1
Calendar of dental review topics—Continued

Unit: Dental records and daily worksheet audit
Submit: Monthly.

Unit: Drug and/or antibiotic usage
Submit: Jan, Apr, Jul, Oct.

Unit: Patient satisfaction survey
Submit: Mar, Sep.

Unit: Radiology QA
Submit: Monthly.

Unit: Safety

of care. Such items as cardiac arrest, severe post-operative infection,
return for the same complaint within 72 hours, and nerve or vessel
damage during surgery will be included.

(2) Dental record and worksheet audits, dental officer of the day
and charge of quarters logs, and voiced patient complaints are all
sources for screening reviews.

(3) Occurrence screening should be an agenda item for each QA
meeting, and findings, if any, should be documented in its minutes.

(4) Substantiated occurrences will be reported to the credentials
committee. Developing trends should be carefully monitored.

e. DENTAC QACThe DENTAC executive officer (where as-
signed), or civilian administrative assistant, will perform the duties
outlined in paragraph 3-6.

Submit: Mar, Sep.

5-4. Dental treatment facility quality assurance
DTFs will perform at least the following:

a. Review patient care evaluation, utilization management, and
Unit: Utilization management RM activities within the DTF. Findings will be reported to the
Submit: Feb, May, Aug, Nov. DENTAC QA committee.

b. Identify problems, recommend corrective actions, and set

(2) Items in paragraph 3a@), (3), and (5); and 383 c, d, e, problem solving priorities for the DTF.
and f do not normally apply to a DENTAC. c. Report actions taken and refer unresolved problems to the

(3) Dental record and worksheet audits form a major data sourceDENTAC QA committee.
for the QAP. Each DENTAC will develop specific administrative
guidance on conduct of the record or worksheet audit. 5-5. Credentials review, privileging, and proceedings

(@) Accuracy, timeliness, completeness, clinical pertinence, and a. Policies and procedure®olicies and procedures outlined in
medicolegal sufficiency will all be evaluated. chapter 4, with the exception of the PAF, will apply to the

(b) Audits on each practitioner for each clinic of the DENTAC DENTAC.
will be conducted monthly with results reported to the DENTAC  p. Privileging. Only those individuals given the authority and

QA committee. responsibility for independent decisions on initiating or altering a
(4) Drug use review including antibiotic use will be conducted. course of treatment will be privileged. Persons filling a standard job

The reviews \_N|” focus on— description or scope of practice (for example, preventive dentistry
(a) Appropriateness of the drug therapy selected. specialist, dental hygienist, dental assistant (expanded function)) and
(b) Proper documentation of the prescribed drug in the dental performing only under supervision will have their job performance

record (SF 603 (Health Record—Dental) or SF 603A (Healfjonitored continually and formally evaluated annually. Such evalu-

Record—Dental Continuation)). ation will normally be part of the Performance Appraisal and should
(c) Adherence to prescribing guidance such as the Americpa reported to the QA committee if deficiencies are noted.

Heart Association protocol for subacute bacterial endocarditis. pental residentsDental residents will function under the di-

prophylaxis. _ o _ . rection and supervision of a mentor. Residents who will provide
(5) Reviews of ancillary services include such items as utilization emergency or after duty hours dental care in an unsupervised mode

of preventive dentistry s_pecialists, dental hygienists, and dental asj|| pe privileged to perform this care. TCFs (para #29) will be
sistants(expanded function); adequacy of dental laboratory support;

X . maintained by the DENTAC credentials committee. Clinical privi-
and the I_Dental Radlology_QAP (_as reql_ured by_TB MED 521). leges felt warranted at the resident’s first assignment will be recom-
(6) Patient care evaluation reviews will establish criteria to be

. mended by the education committee and authenticated (signed) by
ggﬁ\l/:?;ed and standards that will measure the success of G&irector of the dental training program. The recommended privi-

b. Utilizati 3 4The DENTAC OA leges will be based on performance during training.
9. Ulization management (par_a —4hhe QA com- d. DENTAC commandeAfter recommendation for approval of
mittee will, at least quarterly, review the management of resources

available to the activity. The review will be documented in the clinical privileges by the local DENTAC credentials committee, the
committee minutes and will include— entire PCF of the DENTAC commander will be sent by certified

(1) Time management in appointment scheduling and manage-ma”’ return receipt requested, to the major MEDCOM approval

ment of failed appointments. authority for action. . -
(2) Management of examination and sick call hours and patient (1) The comment/recommenQann b!OCk of each pr|V|Ieg.e.s form
waiting time for the DENTAC commander will contain the statement “Privileges

(3) Use of multiple treatment rooms by each care provider. and performance have been reviewed by the entire DENTAC cre-

(4) Equipment and facilities management. dentials comn_u;tee_. ) .

(5) Logistics management (program budget advisory committee . (2) After privileging actions have been documented, the signed
(PBAC), medical care support equipment (MEDCASE), and Capital forms will be returned’by the app(ovgl authority for inclusion in the
Expense Equipment Program (CEEP)). DENTAC cqmmandgrs PCF maintained at the DENTAC.

c. DENTAC risk managemenThe DENTAC will follow the e. Reporting requirements.
guidance contained in paragraph 3-5, as appropriate. The DENTAC (1) Reporting requirements per paragraphkd-t8at is, clinical
will appoint in writing a risk manager for the activity. Duties of the Pprivileges changes, QA investigations, hearing decisions, restoration
risk manager (para 3ebwill be performed by the appointed DEN-  of privileges, reportable actions for unprofessional conduct, and
TAC risk manager. Risk management will normally be considered National Practitioner Data Bank reports will be reported through the
as part of the DENTAC QA committee and will not be a separate next higher headquarters to HQDA (SGPS-PSQ), 5109 Leesburg
committee. Pike, Falls Church, VA 22041-3258.

d. Occurrence screening. (2) Immediate telephonic notification of any incident of gross

(1) The DENTAC QA committee will develop a list of screening negligence and acts of incompetence or negligence causing serious
indicators which, when they occur, will trigger a review of adequacy injury or allegations thereof will be made through the next higher

Unit: Sterilization/infection control
Submit: Monthly.
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headquarters to HQDA (DASG-DC) (AUTOVON 289-0031; com- Table 5-2
mercial (703) 756-0031). Written confirmation of the telephonic AOC 63A Procedures—Continued

notification will be made per (1) above.

5-6. Delineation of dental clinical privileges

Code: 0330
Procedure: Panoramic film.

a. Privileges will be determined by education, training, and expe- Code: 0331 o
rience. Procedure code numbers and definitions from DA Pd&t@cedure: Double panoramic film.
40-16 will be used so there can be no question as to the scope Qf4e: 0332

privileges in each specialty area. Practitioners will be privileged procedure: Duplication of panoramic radiographs.

before providing patient care. Practitioners who have successfully

graduated from a dental school program accredited by the Councilcode: 0340

on Dental Education of the ADA may be privileged in genera

| Procedure: Cephalometric film.

dentistry (AOC 63A). Practitioners who have graduated from a code: 0350
dental specialty residency program accredited by the ADA may beProcedure: Diagnostic clinical photograph.

privileged to practice the scope of the specialty in which training
was received. The dental procedures for which they are privileged
are derived from the ADA code on dental procedures and nomencla-

Code: 0360
Procedure: Identification photograph.

ture (modified) and DA Pam 40-16 as listed by AOC in tables 5-1 Code: 0410

through 5-9.

Procedure: Bacteriologic cultures.

b. A practitioner may request to be privileged in any procedures )
. i L Code: 0460
he or she is qualified to perform by submitting procedure codes onprycedure: Endodontic diagnostic test.

the applicable form and supporting documentation (if required) to

the credentials committee for their evaluation and recommendation.Code: 1110 _
The DENTAC commander is the final approving authority. Except Procedure: Adult prophylaxis.
for oral maxillofacial surgeons (AOC 63N), periodontists (AOC code: 1120

63D), and pediatric dentists (AOC 63K), a certificate of training in procedure: Child prophylaxis.

an approved course is required for credentials in inhalation sedation;

IV sedation, and general anesthesia.

c. The following is a list of DOD clinical procedure codes appli-

Code: 1240
Procedure: Topical fluoride, professional application.

cable to the scope of general dentistry and dental specialty areas; theode: 1245
list may be expanded or reduced by the local credentials committeeProcedure: Topical fluoride, self-applied, group.

to match the skill level of individual practitioners. Preventive den-
tistry specialists, dental assistants (expanded function), and dent
hygienists are also listed. These specialists provide patient care
under the direction and supervision of a dental officer.

(1) General dentistry (AOC 63AYhe procedures listed in table

agode: 1310

rocedure: Dietary planning.

Code: 1330
Procedure: Individual oral health counseling.

5-2 make up the general dentistry (AOC 63A) defined privileges ¢qge: 1331

category.(See para 4®).)

Procedure: Group oral health counseling.

Code: 1350

Procedure: Application of pit and fissure sealants.
Table 5-2 Code: 1360
AOC 63A Procedures Procedure: Plaque and tissue indices.
Code: 0120 Code: 2140
Procedure: Periodic oral examination. Procedure: Amalgam, one surface.
Code: 0125 Code: 2150
Procedure: Identification charting. Procedure: Amalgam, two surfaces.
Code: 0130 Code: 2160
Procedure: Other examination. Procedure: Amalgam, three surfaces.
Code: 0133 Code: 2161
Procedure: Screening examination. Procedure: Amalgam, four or more surfaces.
Code: 0140 Code: 2205
Procedure: Comprehensive examination. Procedure: Glass ionomer without cavity preparation.
Code: 0150 Code: 2215
Procedure: Written consultation. Procedure: Glass inonomer with cavity preparation.
Code: 0160 Code: 2320
Procedure: Blood pressure recording. Procedure: Resin, simple.
Code: 0210 Code: 2336
Procedure: Intraoral series. Procedure: Resin, complex.
Code: 0220 Code: 2340
Procedure: Intraoral film. Procedure: Acid etch.
Code: 0221 Code: 2341

Procedure: Duplication of radiographs (other than panoramic).

Procedure: Glazing composite.

Code: 0250
Procedure: Extraoral film.

Code: 2342
Procedure: Resin, esthetic.
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Table 5-2 Table 5-2

AOC 63A Procedures—Continued AOC 63A Procedures—Continued

Code: 2410 Code: 4322

Procedure: Gold foil, Class I. Procedure: Removal of provisional splint, extracoronal.
Code: 2430 Code: 4330

Procedure: Gold fail, Class Ill. Procedure: Occlusal adjustment, limited.
Code: 2450 Code: 4342

Procedure: Gold foil, Class V. Procedure: Periodontal scaling.

Code: 2460 Code: 4343

Procedure: Gold foil, Class VI. Procedure: Periodontal scaling and root planing.
Code: 2511 Code: 4351

Procedure: Inlay, one surface. Procedure: Root desensitization.

Code: 2521 Code: 5110

Procedure: Inlay, two surfaces. Procedure: Complete denture.

Code: 2531 Code: 5130

Procedure: Inlay, three surfaces. Procedure: Immediate complete denture.
Code: 2541 Code: 5201

Procedure: Onlay (cusp coverage). Procedure: Partial denture, resin.

Code: 2910 Code: 5203

Procedure: Recement inlay, crown, or fixed partial denture. Procedure: Partial denture, cast metal.

Code: 2940 Code: 5205

Procedure: Sedative/temporary restoration. Procedure: Immediate partial denture, cast metal.
Code: 2952 Code: 5330

Procedure: Restoration polish. Procedure: Partial denture, corrected cast.
Code: 2953 Code: 5611

Procedure: Pin retention. Procedure: Complete denture repair.

Code: 2954 Code: 5621

Procedure: Intermediate base. Procedure: Partial denture repair.

Code: 2955 Code: 5711

Procedure: Post retention. Procedure: Duplicate denture.

Code: 2960 Code: 5731

Procedure: Rubber dam application. Procedure: Denture reline, chairside.

Code: 2970 Code: 5751

Procedure: Enameloplasty or odontoplasty. Procedure: Denture reline, laboratory.

Code: 3110 Code: 5763

Procedure: Direct pulp cap. Procedure: Complete denture rebase.

Code: 3120 Code: 5765

Procedure: Indirect pulp cap. Procedure: Removable partial denture rebase.
Code: 3210 Code: 5820

Procedure: Pulpotomy. Procedure: Remount, chairside.

Code: 3230 Code: 5871

Procedure: Pulpectomy, total. Procedure: Metal base.

Code: 3231 Code: 5873

Procedure: Pulpectomy, partial. Procedure: Amalgam occlusals.

Code: 3311 Code: 6110

Procedure: Anterior root canal therapy, one canal. Procedure: Crown/retainer, resin veneer.
Code: 3312 Code: 6120

Procedure: Anterior root canal therapy, two or more canals. Procedure: Crown/retainer, porcelain.

Code: 3321 Code: 6130

Procedure: Premolar root canal therapy, one canal. Procedure: Crown/retainer porcelain fused to metal.
Code: 3322 Code: 6150

Procedure: Premolar root canal therapy, two canals. Procedure: Crown/retainer, partial veneer, metal.
Code: 3360 Code: 6160

Procedure: Endodontic interim treatment. Procedure: Crown/retainer, metal.

Code: 4220 Code: 6201

Procedure: Gingival curretage.

Procedure: Pontic, cast metal.

Code: 4321
Procedure: Provisional splint, extracoronal.

Code: 6203
Procedure: Pontic, porcelain.
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Table 5-2 Table 5-2

AOC 63A Procedures—Continued AOC 63A Procedures—Continued

Code: 6204 Code: 8110

Procedure: Pontic, resin, veneered. Procedure: Space maintainer removal.

Code: 6220 Code: 8120

Procedure: Pontic, slotted facing. Procedure: Space maintainer, simple, fixed.

Code: 6240 Code: 8210

Procedure: Pontic, porcelain fused to metal. Procedure: Habit breaker, removable.

Code: 6610 Code: 8310

Procedure: Replace broken facing. Procedure: Simple Hawley Device.

Code: 6611 Code: 8330

Procedure: Stain and glaze. Procedure: Bite plane, anterior, posterior.

Code: 6612 Code: 8530

Procedure: Broken connector. Procedure: Band and bonded attachment removal.

Code: 6710 Code: 9211

Procedure: Crown, resin processed. Procedure: Local anesthesia.

Code: 6711 Code: 9234

Procedure: Crown, resin interim. Procedure: Oral sedation or analgesia.

Code: 6714 Code: 9630

Procedure: Fixed partial denture, interim. Procedure: Other therapeutic medication.

Code: 6719 Code: 9631

Procedure: Crown, stainless steel, aluminum, tin. Procedure: Prescription.

Code: 6720 Code: 9918

Procedure: Post-core, metal. Procedure: Postoperative treatment.

Code: 6730 Code: 9923

Procedure: Composite resin fixed partial denture. Procedure: Impression for dental cast.

Code: 7110 Code: 9924

Procedure: Tooth removal. Procedure: Jaw relation records.

Code: 7120 Code: 9926

Procedure: Tooth removal, complicated. Procedure: Laboratory procedures, adjunctive medical.

Code: 7140 Code: 9940

Procedure: Tooth implantation, replantation, transplantation. Procedure: Mouth protectors/flouride carriers.

Code: 721.0 _ ] ) Code: 9972

Procedure: Repair traumatic wounds simple (up to 5 cm). Procedure: Patient handling time, diagnostic and preventive.

Code: 7310 Code: 9973

Procedure: Aveoloplasty with extractions. Procedure: Patient handling time, all other clinical services.

Code: 7412 i Code: 9974

Procedure: Excision, soft tissue. Procedure: Patient handling time, high risk, (infectious).

Code: 7432

Procedure: Excision, benign tumor. (2) Comprehensive dentistry (AOC 63B)omprehensive dentists

Code: 7481 (AOC 63B) V\(lth defined privileges (para 4%¢8)) and graduate; of .

Procedure: Sequestrectomy. a 2-year residency program may perform all procedures listed in
table 5-2 and table 5-3.

Code: 7511

Procedure: Incision and drainage.

Code: 7520 Table 5-3

Procedure: B|opsy AOC 63B Procedures

Code: 7530 Code: 2343

Procedure: Removal of foreign body. Procedure: Laminate veneer facing.

Code: 7570 Code: 2420

Procedure: Cricothyrotomy. Procedure: Gold foil, Class .

Code: 7815 Code: 2440

Procedure: Myofacial pain dysfunction treatment. Procedure: Gold foil, Class IV.

Code: 7835 Code: 2542

Procedure: Mandibular manipulation. Procedure: Pinledge restoration.

Code: 7902 Code: 3323

Procedure: Osteitis treatment. Procedure: Premolar root canal therapy, three or more canals.

Code: 7903 Code: 3331

Procedure: Pericoronitis treatment. Procedure: Molar root canal therapy, one canal.
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Table 5-3 Table 5-3

AOC 63B Procedures—Continued AOC 63B Procedures—Continued

Code: 3332 Code: 7211

Procedure: Molar root canal therapy, two canals. Procedure: Repair traumatic wounds, simple (over 5 cm).

Code: 3333 Code: 7320

Procedure: Molar root canal therapy, three canals. Procedure: Aveoloplasty.

Code: 3334 Code: 7452

Procedure: Molar root canal therapy, four or more canals. Procedure: Removal of odontogenic cyst or tumor.

Code: 3335 Code: 7462

Procedure: Root canal filling removal. Procedure: Removal of nonodontogenic cyst or tumor.

Code: 3340 Code: 7465

Procedure: Deciduous root canal therapy. Procedure: Destruction of lesions.

Code: 3350 Code: 7470

Procedure: Apexification/apexogenesis treatment. Procedure: Removal of exostoses.

Code: 3410 Code: 7620

Procedure: Apicoectomy. Procedure: Closed reduction, maxilla or mandible.

Code: 3420 Code: 7685

Procedure: Retrograde filling. Procedure: Intermaxillary fixation.

Code: 3470 Code: 7690

Procedure: Surgical fenestration (trephination). Procedure: Maxillofacial devices.

Code: 3960 Code: 7695

Procedure: Bleaching of discolored teeth. Procedure: Arch bar removal.

Code: 4210 Code: 7811

Procedure: Gingivectomy/gingivoplasty. Procedure: Reduction of dislocation.

Code: 4230 Code: 7960

Procedure: Mesial/distal wedge. Procedure: Frenectomy.

Code: 4240 Code: 8121

Procedure: Gingival flap. Procedure: Space maintainer, complex, fixed.

Code: 4250 Code: 8212

Procedure: Mucogingival flap. Procedure: Habit breaker, mouth breathing.

Code: 4270 Code: 8220

Procedure: Soft tissue graft. Procedure: Habit breaker, fixed.

Code: 4320 Code: 8311

Procedure: Provisional splint, intracoronal. Procedure: Complex Hawley device.

Code: 4331 Code: 8410

Procedure: Occlusal adjustment, complete. Procedure: Banding.

Code: 4361 Code: 8420

Procedure: Occlusal splint. Procedure: Bonding.

Code: 4370 Code: 9235

Procedure: Hemisection. Procedure: Hypnosis.

Code: 5631 Code: 9610

Procedure: Maxillofacial prosthesis repair. Procedure: Therapeutic medication by injection.

Code: 5860 Code: 9710

Procedure: Overdenture, complete. Procedure: Hospital ward rounds.

Code: 5862 Code: 9715

Procedure: Overdenture, immediate. Procedure: Grand rounds.

Code: 5864 ) ] . . .

Procedure: Overdenture, partial. (3) Periodontics (AOC 63D)Periodontists (AOC 63D) with de-

Code: 5866 fined privileges (para 4-a85)) may perform all procedures listed in

Pfoc‘z dure: Overdenture. partial. cast metal. immediate table 5-2, all procedures identified by code numbers 4000 to 4999
- P ! ’ - in DA Pam 40-16, and all procedures listed in table 5-4.

Code: 5872

Procedure: Cast metal occlusals. Table 5-4

Code: 6705 AOC 63D Procedures

Procedure: Retainer, cast metal for acid etch bridge. Code: 7452

Code: 7130 Procedure: Removal of odontogenic cyst or tumor.

Procedure: Tooth removal, impacted.

Code: 7150
Procedure: Tooth exposure, surgical.

Code: 7462
Procedure: Removal of non-odontogenic cyst or tumor.

Code: 7470
Procedure: Removal of exostoses.
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(4) Endodontics (AOC 63E)Xndodontists (AOC 63E) with de-
fined privileges (para 4-a85)) may perform all procedures listed in

Table 5-7
AOC 63K Procedures—Continued

table 5-2, all procedures identified by code numbers 3000 to 3999:,4e: 5970

in DA Pam 40-16, and all procedures listed in table 5-5.

Table 5-5
AOC 63E Procedures

Code: 7452
Procedure: Removal of odontogenic cyst or tumor.

Code: 7462
Procedure: Removal of non-odontogenic cyst or tumor.

(5) Prosthodontics (AOC 63FProsthodontists (AOC 63F) with
defined privileges (para 4ag)) may perform all procedures listed
in table 5-2. They may provide full mouth rehabilitation and/or

Procedure: Obturator

Code: 5980
Procedure: Speech bulb

Code: 9720
Procedure: Hospital admissions (as recommended by the MTF
credentials committee).

(8) Orthodontics (AOC 63M)Orthodontists (AOC 63M) with
defined privileges (para 4a&)) may perform all procedures listed
in table 5-2 and all procedures listed by codes numbered 8000 to
8999 in DA Pam 40-16.

(9) Oral and maxillofacial surgery (AOC 63NPral surgeon-

therapy using a fully adjustable articulator. They may also perform s(AOC 63N) with defined privileges (para 4¢2)) may perform all
procedures identified by code numbers 5000 to 6999 and all proceprocedures listed in table 5-2 and all procedures listed by code

dures listed in table 5-6.

Table 5-6
AOC 63F Procedure

Code: 2343

Procedure: Laminate veneer facing.
Code: 2420

Procedure: Gold foil, Class II.
Code: 2440

Procedure: Gold foil, Class IV.
Code: 2542

Procedure: Pinledge restoration.
Code: 2610

Procedure: Porcelain inlay.

Code: 4320

Procedure: Provisional splint, intracoronal.
Code: 4331

Procedure: Occlusal adjustment, complete.

Code: 4361
Procedure: Occlusal splint.

Code: 9925
Procedure: Mandibular recording (three-dimensional).

Code: 9943
Procedure: Radiation shield.

Code: 9944
Procedure: Radiation needle carrier.

(6) Public health dentistry (AOC 63pecialists in public

numbers 0310,7000 to 7999, and 9000 to 9999.

(10) Oral Pathology (AOC 63P)Specialists who have completed
specific training in Oral Pathology (AOC 63P) and have defined
privileges (para 4-&5)) may perform all procedures listed in table
5-2 and also those listed in table 5-8. Officers trained in oral
medicine (AOC 63C) and who have been converted to (AOC 63P)
may perform all procedures listed for AOC 63P except 0450 and
0451. These procedures may be requested if training, experience, or
certification provide justification.

Table 5-8
AOC 63P Procedures

Code: 0141
Procedure: Postmortem examination or bite mark analysis for
identification.

Code: 0310
Procedure: Sialography.

Code: 0450
Procedure: Macroscopic tissue examination (requires training,
experience, or certification in oral pathology).

Code: 0451
Procedure: Microscopic tissue examination (requires training,
experience, or certification in oral pathology).

(11) Residency dentistResidents will perform procedures as-
signed and monitored by their mentor.

(12) Dental assistantsDental assistants who have completed a
structured training program in dental prophylaxis under the direction
of a dental officer may perform removal of exogenous stain, plaque,
and supragingival calculus, procedure codes 1110 and 1120. All
treatment will be performed under the direction and supervision of a

health dentistry (AOC 63H) may perform all procedures listed in dental officer.

table 5-2.Duties related to the practice of public health dentistry are (13) Preventive dentistry specialist (330-X2) (or local national
nonclinical for which there are no special procedure codes. Non-personnel with equivalent educatioffo meet the qualifications of
clinical practice includes conduct of epidemiologic research, health preventive dentistry specialists, individuals must—

care services research, and dental program planning. Clinical duties (a) Be a graduate of the military training program.

associated with these activities are primarily diagnostic and treat-

(b) Perform all treatments under the guidance and supervision of

ment planning already covered by privileges for general dentistrya dental officer.

(AOC 63A).
(7) Pediatric dentistry (AOC 63KPediatric dentists (AOC 63K)
with defined privileges (para 4a)) may perform all procedures

(c) Be able to perform procedures listed in published policies and
AR 611-201.
(d) Be able to perform the preventive and oral hygiene proce-

listed in table 5-2, all procedures listed by code numbers 8000 todures in table 5-9.

8999 in DA Pam 40-16, and all procedures listed in table 5-7.

Table 5-7 Table 5-9
AOC 63K Procedures 330-X2 Procedures
Code: 5960 Code: 1110

Procedure: Palatal lift prosthesis

Procedure: Adult prophylaxis.
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Table 5-9

330-X2 Procedures—Continued

Code: 1120

Procedure: Child prophylaxis.

Code: 1240

Procedure: Topical fluoride, professional application.
Code: 1245

Procedure: Topical fluoride, self-applied, group.
Code: 1330

Procedure: Individual oral health counseling.
Code: 1331

Procedure: Group oral health counseling.
Code: 4342

Procedure: Periodontal scaling.

(14) Dental assistant (expanded functiofip meet qualifications
as dental assistants (expanded function), individuals must—
(a) Be graduates of an accepted dental therapy assistant program-

(dental assistant, expanded function).

separation. Commanders will review cases of assigned practitioners
and recommend disposition according to appropriate regulations,
dependent upon the nature and merit of each case.

b. The quality and appropriateness of patient care services pro-
vided by RC practitioners will meet the standards established by the
AMEDD.

(1) The DHS will develop a scope of practice for RC practitioner
privileges for each of his or her facilities within the health service
region.This scope of practice will outline, as a minimum, clinical
privileges, types of drugs to be used, scope of medical care to be
given, and patient evaluation procedures.

(2) Coordination will be made between the DHS (or designated
representative) and RC units to address the written QA mechanisms
to be used at training sites during unit training and medical site
support missions.

¢. RC units will ensure that all field medical training conducted
at State-owned or -operated training installations or active compo-
nent installations is coordinated with the DHS in consonance with
the type of training being conducted.

6-2. Credentials committee
a. The number of committee members will be determined per
paragraphs 2-Hland 5-B, as appropriate.

(b) Perform treatments under the guidance and supervision of & |, "ARNG medical units and USAR troop program medical units

dental officer.

having enough practitioners from the same discipline (MC and DC)

(c) Perform treatments that will be reversible and limited to those assigned and participating in unit training assemblies will form a
procedures listed in published policies, and Occupational Code GScredentials committee per paragraph2and will monitor, review,

681.

(d) Be able to perform those preventive and oral hygiene proce-

dures in table 5-9.

(15) Dental Hygienist (GS 682).0 meet qualifications as dental

hygienists, individuals must—

and update the PCF.

c. The RC credentials committee will make recommendations on
the scope of individual clinical privileges to be granted by the
MEDDAC, MEDCEN, or DENTAC credentials committee. These
recommendations will be recorded on DA Form 5753-R and for-

(a) Be a graduate of an acceptable dental hygiene program whichyarded to the MEDDAC, MEDCEN, or DENTAC credentials com-

qualifies them to obtain a State license.

mittee together with a current PCF. DA Form 5753-R will be

(b) Perform treatments under the guidance and supervision of areproduced locally on¥- by 11-inch paper; a copy of this form for

dental officer.

(c) Perform treatments that will be limited to those procedures

reproduction is located at the back of this regulation.
d. For units not having enough members to form a credentials

listed in published regulations, policies, and Occupational Code GScommittee, the PCF will be forwarded for review and updated by

682.

(d) Be able to perform those preventive and oral hygiene proce-

dures in table 5-9.

one of the following:
(1) The nearest RC medical unit that has a committee.
(2) The unit designated by the command surgeon at the next

(e) Be able to perform the periodontal scaling and root planing higher headquarters.

procedure listed under code 4343.

() Have a State license effective 18 July 1989.

Chapter 6
Reserve Components

6-1. Policy

(3) The ARNG State surgeon, as designated by the adjutant gen-
eral (AG) of the respective State or the AG’s designee for QA.

e. Upon completion of review and update, the PCF will be re-
turned to the designated unit for maintenance per paragraph 6-3.

6-3. Practitioner credentials file

a. A PCF will be maintained for all practitioners per paragraphs
4-6 and 4-11.

b. PCF maintenance will be determined by RC status.

a. The RCs will comply with the QAP as outlined in this (1) PCF maintenance for ARNG members is the responsibility of

regulation.

the respective State adjutant general (AG) or the AG’s designee for

(1) RC members providing medical or dental care who are givenQA, the ARNG State surgeon. The PCF for ARNG unit members

the responsibility for making independent decisions to initiate or will be maintained by specific personnel designated by the unit
alter a regimen of treatment will be privileged (para 4-1). commander, the ARNG State surgeon, or State AG.

(2) Members will not be granted clinical privileges until all ap- (2) The PCFs for USAR troop program units (TPUs) members
propriate documents are available to validate the member’s educawill be maintained by specific personnel designated by the medical
tion, training, experience, licensure or certification, and curremit commander or by the command surgeon at the next higher
competence. In no instance may a member be assigned or privilegefleadquarters.
to perform professional duties unless qualified by education, train- (3) The PCF for Individual Ready Reserve (IRR) members will

ing, and experience. be maintained by the Army Reserve Personnel Center (ARPER-
(3) A PCF will be established and maintained for privileged CEN) QAC.
members. (4) The PCF for Individual Mobilization Augmentee (IMA)
(4) The PCF will be initiated upon entry into the AMEDD and members will be maintained by the agency to which they are
maintained until discharge or retirement. assigned.
(5) The quality and appropriateness of patient care services pro- c. The custodian of the RC PCF will ensure that copies of any
vided will be monitored and evaluated on an ongoing basis. adverse privileging actions taken by the civilian medical or dental

(6) An RC practitioner having an adverse privileging actiofiacility where the member is employed or practicing are included in
resulting in a permanent restriction or revocation of clinical privi- the PCF. Copies of actions will be sent within 3 working days of
leges, will be considered for reclassification, branch transfer, orreceipt to HQDA (SGPS-PSQ), 5109 Leesburg Pike, Falls Church,
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VA 22041-3258 (para 6-10). For ARNG, the PCF custodian will from any hospital staff; refusal of membership on a hospital staff;
send the copies through TAG, ATTN: State Surgeon and MILPO. suspension or revocation of a narcotics registration; disciplinary
Telephonic notice of receipt of the action will be made taction by any local or State professional society, licensing agency,
SGPS-PSQ (AV 289-0088; commercial (703) 756-0088) prior to or other regulatory agency).

mailing the copies. c. The appointee will submit a statement indicating the scope of
d. The PCF will be forwarded to the military health care facility current civilian practice including any civilian hospital clinical
per paragraph 6—4 below. privileges.
e. Upon completion of ADT or its equivalent by RC practition- d. A copy of the appointee’s Federal narcotics license, if applica-

ers, the QAC or credentials specialist at the facility will return the ble, will be submitted.

PCF by certified mail, return receipt requested, to the appropriate e. The above validated documents will become a part of the RC
unit commander or administrative headquarters responsible for cusmember’s PCF. The AMEDD Officer Procurement Division
tody of the PCF. The PCF will not be handcarried by thgHQDA (SGPS-PD), 5109 Leesburg Pike, Falls Church, VA

practitioner. 22041-3258), will provide certified true copies of documents to the
f. For disposition after the practitioner ends his or her service, seeRC practitioner’s first unit of assignment. The documents will be
AR 25-400-2, FN 40-66d. sent by certified mail, return receipt requested.

g. Transfer of PCF will be per paragraphs d4a8d 4-1&. Upon L
notification of reassignment of a practitioner, the original PCF will 6—7- Privileging
be sent directly to the gaining unit. The losing unit will retain a & Procedures.
copy of the PCF for a minimum of 1 year. If the PCF contains any _ (1) Members will complete the front only of DA Form 4691-R
adverse information, a copy of the PCF will also be sent to HQDA (for appointees only at time of initial application for privileges) and

(SGPS-PSQ), 5109 Leesburg Pike, Falls Church, VA 22041-3258 Submit it when requested by the unit's credentials committee or
Transmittal of PCFs will be by certified mail, return receipdther appropriate credentials committee (para 6-2). Nonunit mem-
bers will submit DA Form 4691-R to the QAC, ARPERCEN.

requested. . .

2 DA Form 5440-R-series will be completed at the member’s
6—4. Availability of updated PCFs for active duty training duty station. Separate forms will be completed for periods of ADT,
or equivalent training AT, or IDT since the extent to which privileges are granted may

a. The PCF will be made available to the facility by the custo- differ based upon type and length of duty performed. Forms must
dian at least 45 days before the scheduled arrival of the practitioneralSo be completed for each facility in which the practitioner seeks
If the 45-day timeframe cannot be met, exceptions will be coordi- Privileges. For members of the IRR performing duty at a MEDDAC,
nated directly between the two activities. When the frequency of MEDCEN, or DENTAC, DA Form 5440-R-series will be com-
performance of duty or training precludes sending the original PCF,Pleted and become a part of the PCF prior to transmittal to the duty
a legible certified true copy will be sent. Upon completion of the Station.
duty or training, the certified copy will be returned to the custodian (3) DA Form 5753-R will be used by RC practitioners to apply
unless required for ongoing privileges. for clinical privileges during periods of active and inactive duty for

b. Additions to the PCF while on duty or training will be sent to training (AT, ADT, ADSW, IDT, or equivalent). The type of duty
the custodian of the parent unit for updating of the original PCF. (active or inactive) being performed that is not applicable will be
The custodian is responsible for providing updated information to Marked out where appropriate. The form will be completed for each

all military facilities where the practitioner has ongoing privileges. facility in which privileges are sought for each active duty period of
5 or more consecutive days. For periods of IDT, the form will be

6-5. Issuance of orders completed once annually for each facility in which privileges are
a. RC HCPs will not be accepted for inactive duty training (IDT), sought. If a practitioner customarily performs duty at the same
ADT, annual training (AT), or active duty for special work (ADSW) facility, the same form may be used for an extended period of time
as practitioners (privileged) by Active Component (AC) MEDand be updated at the discretion of the credentials committee, but

DACs, MEDCENS, or DENTACs until the facility QAC notifies the the extended period may not exceed 2 years.

HCP’s responsible agency that all PCF documentation is in order. (4) The original DA Forms 4691-R, 5440-R-series, and 5753-R
b. An ARNG HCP will not be issued orders for IDT, ADT, AT, Wwill become a part of the member's PCF and a copy will be given

or full-time training duty as a practitioner (privileged) with an AC to the practitioner.

MEDDAC, MEDCEN, or DENTAC unless an updated PCF is avail- b. MEDDAC, MEDCEN, or DENTAC trainin®RC practitioners

able to the facility commander at least 45 days prior to scheduledwho will participate in training at a MEDDAC, MEDCEN, or DEN-

arrival of the HCP for duty at the facility. TAC will have their PCF reviewed and privileges granted by that
c. AC MEDDAC, MEDCEN, or DENTAC commanders will en-  facility’s credentials committee (see para 6-5). When a practitioner

sure that PCFs for RC practitioners are reviewed expeditiously andis not awarded privileges or privileges are restricted due to profes-

that prompt notice of review is provided the PCF custodian so thatsional incompetence, HQDA (SGPS-PSQ), 5109 Leesburg Pike,

appropriate personnel actions may be carried out. Delays in reviewFalls Church, VA 22041-3258, will be notified (para K-9The

ing PCFs and notifying the PCF custodian that the documentation isscope of privileges may be limited due to the inability of the medi-

in order could preclude the practitioner's availability for duty. ~ cal or dental facility to support specific practices. Such limitation
will be described in the Remarks section of DA Form 5440-R-
6—6. Preselection verification series.) HQDA (SGPS-PSQ) will notify the following, as

a. A preselection verification of education, training, and licen- appropriate:
sure, certification, or registration will be made per paragraph 4-6. (1) For ARNG members (through the Chief, National Guard Bu-
For the active duty practitioner who joins the ARNG or USAR, the reau, ATTN: Chief, Office of the Army Surgeon), The Adjutant
PCF from the last MEDDAC, MEDCEN, or DENTAC of appoint- General, ATTN: State Surgeon and military personnel office (MIL-
ment will be used. With the exception of current unrestricted licen- PO), of the applicable State.
sure status, items in the PCF need not be reverified when there is (2) For IRR and IMA, ARPERCEN.
documentation to support validation. (3) For USAR TPU members, Forces Command (FORSCOM).
b. There will be statements of past and current medical liability c. Remote site training and medical site support.
claims, settlements, judicial or administrative adjudications, or any (1) RC practitioners at sites removed from the MEDDAC, MED-
other resolved or open charges of inappropriate, unethical, unprofesCEN, or DENTAC are also subject to credentials review and privi-
sional, or substandard professional practice (for example, privilegeleging per paragraph 6-1.
limitations, revocations, or modifications at any hospital; resignation (2) The standard scope of practice for practitioners at these sites
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will be based on DA Form 5440-26—R-series (Delineation dfgher headquarters. Initiation authority for adverse privileging ac-
Privileges—Troop Medical Clinic). tions based on practitioner assignment and type of training are as
(3) Practitioners will submit DA Form 5440-26-R-series, DA follows:

Form 5753-R, and current PCFs to the regional medical or dental (1) For all RC members performing duty (regardless of type) in a
facility responsible for operation of the site during specific training MEDDAC, MEDCEN, or DENTAC, the commander of that facility

periods. will initiate the actions.
(2) For Active Guard Reserve (AGR) members not assigned to a
6-8. Evaluation and reappointment TPU of the RC, the actions will be initiated by the commander of
a. Procedures. the unit to which they are assigned or attached. Other AGR mem-

bers are covered by the provisions of (1) above.

(3) For IMA members, the commander of the unit to which they
are assigned will initiate the actions.

(4) For IRR members not attached to another unit and assigned to
ARPERCEN and not performing duty, the commander, ARPER-

(1) Evaluation and reinstatement or modification (augmentation
or restriction) of clinical privileges will be based on education,
training, experience, thorough appraisals of clinical performance,
professional conduct, and health status. Evaluations will normally be
done during annual training or following each active duty period of CEN. will initiate the actions.

5 or more days. .
. . - (5) For IRR members attached to or performing duty at other
(2) DA Form 5441-26-R-series (Evaluation of Privileges—Troop than a TPU, if the practitioner is in a medical unit, the actions will

Medical Clinic) will be used to evaluate each active duty training pe jnitiated by the unit commander. If the practitioner is not in a
period. For practitioners who participate in an inactive duty status, megical unit, the next higher medical command or command having
evaluation will b(_e made f_oIIowmg the completion of a minimum of medical authority will initiate the actions.
24 nonconsecutive inactive duty days. DA Form 5374-R will be gy For ARNG members assigned to a medical unit, the actions
used to evaluate perlods of inactive duty for training. Th_|s' processyill be initiated by the unit commander. If the practitioner is not
allows for evaluation of performance to be completed, giving con- assigned to a medical unit, the actions will be initiated by the next
sideration to current policies regarding fragmented training or eX- hjgher command having a medical authority.
cuses from training. The original of the forms will be kept in the (7) For USAR members assigned or attached to a medical TPU,
PCF and a copy given to the practitioner. the unit commander will initiate the actions. If the practitioner is not
(3) Except for evaluations of each active duty period of 5 or assigned to a medical TPU, the next higher command having a
more consecutive days, evaluation of practitioners is required oncemedical authority will initiate the actions.
annually. (8) Documents for appeal and continued action will be forwarded
b. Remote site training and medical site suppdfedical or to the next higher MEDCOM or command having a medical author-
dental care will be evaluated. For evaluation of practitioners atity. The following are exceptions:
remote sites, the DHS may request the RC “on-site” medical unit (&) For ARNG, forward appeals to the State adjutant general.
commander to certify by letter at the completion of annual training (b) For IRR members, forward appeals directly to HQDA
that care assessed by current QA methodology met the requiredSGPS-PSQ), 5109 Leesburg Pike, Falls Church, VA 22041-3258.
standards. In other training units where the commander cannot cer- (9) If action by the higher headquarters above results in further
tify to the quality of care being provided, the DHS has the following appeal, documents will be forwarded to HQDA (SGPS-PSQ).
courses of action available: (20) In no case will there be more than one level of appeal or

(1) Conduct site visits using representatives from the MEDDAC, continued a_ction between initi_ating the adverse privileging action
MEDCEN. or DENTAC. and TSG (final appeal authority).

(2) Accept certification by the on-site clinical officer in charge prc()i;gs;?;r ag;;gtl)sse:m;) fccl,mit,ﬁgggag%\;]er;ethgrlr\lgggt;ri]gghe?cctgorg-s ’
tir;?etrhrieqeﬁ“gstgglfsﬂ: dprfva?r%?ngxtglfn;r: dg?é ng: u?gcgtrioelgcg'rer_nand is not a medical unit (or is a medical unit without sufficient
q y P edical assets assigned to convene the required committees), the

: ; m.
den.tllals‘, the scope of practice, and standards of care. Ttl?i er commander having a medical authority available will direct
certification is dep_endent upon having a medical or. dental staff Ofthat the necessary assets from within his or her command be used to
three or more officers who may conduct peer review at the RC cqnene the committees to meet the requirements of this paragraph.
treatment facility. ) _ ) o c. All adverse privileging actions will become a part of the prac-
(3) Require a retrospective medical record review of clinic Visits tjtioner's PCF.
be done by the DHS representative. At least 10 percent of records, d. When action has been taken to restrict an RC practitioner's
but no less than 50 records will be reviewed for quality and ap- privileges and the practitioner is no longer performing the normal
propriateness of care. duties of his or her specialty practice, the RC commander will give
(4) DA Form 5374-R or DA Form 5441-26-R-series may by consideration to separation or actions to changes in AOC and spe-
used to record performance evaluation based on type of duty asial pays.

discussed ima above. _ )
6-10. Reporting requirements

6-9. Suspension, restriction, or revocation of clinical a. All reporting requirements per paragraph K-pply with the
privileges modifications indicated below.

a. RC practitioners are subject to suspension, restriction, or revo-_ P- When reports are initiated by a MEDDAC, MEDCEN, or
cation of clinical privileges per paragraph 4-9. The agency initiating DENTAC, copies of the ret[))orts hWI” be sent to the follc()jwmg. .
the adverse privileging action will send a copy of DD Form 2499 taigwlir)ng?t:euliélFi TPU members, the USAR TPU commander main-
(RCS DD-HA(AR)1611) to HQDA (SGPS—PSQ), 5109 Leesburg -

Pike, Falls Church, VA 22041-3258, and forward information cop- (:25) Eor IllJ\/IS:R lRIE mer?lr?erlsl\,/l;hefz AI'._‘;PER(.:EN. QACth PCE

ies to all levels of medical commands including the respective major (3) For members, the acility maintaining the =L

Army command (MACOM); (for the ARNG, through the State AG (4) For ARNG members, through the State AG to the attention of
. ' ’ LA : the State surgeon and MILPO, to the custodian of the PCF.

to the Chief, National Guard Bureau, ATTN: Chief, Office of the ¢. When reports are initiated by the RC unit commander, copies

Army Surgeon, WASH DC 20310-2500). (See para 6-10.) ; ’

: . . : of the reports will be sent to the following:
b. Proceedings (hearing rights and appeals process) will be car- 1) Thep custodian of the PCE. 9

ried out per paragraphs 4-9 and 4-10. TSG will be the final appeal (2) Al military facilities where the practitioner currently has
authority (para 4-10). Travel costs to the practitioner incidental to rivileges.

the appeal process will be coordinated through the practitioner's (3) Through the appropriate RC command channels; for example,
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State Surgeon, U.S. Army Reserve General Officer Command?2) A statement concerning current clinical performance from at
(GOCOM), U.S. Army Reserve Command (ARCOM) Surgeorieast one immediate supervisor or professional peer.
Army Area Medical Adviser, and so forth. (3) Recommendations regarding the HCP’s scope of clinical
(4) For USAR, to the ARPERCEN QAC. practice from the appropriate department or service chief.
d. Concurrent with the transmittal of the adverse privileging ac- €. The impaired provider ad hoc committee will review these
tions (DD Form 2499) through appropriate channels, an information Statements and recommendations an_d_ recommend limitations of
copy of the action will be transmitted to HQDA (SGPS—PSQ), 5109 Practice, as necessary. If the HCP has privileges, these recommenda-

Leesburg Pike, Falls Church, VA 22041-3258. tions will be submitted through the MEDDAC, MEDCEN, or DEN-
TAC credentials committee to the commander. Otherwise the
6-11. DA Form 5753-R recommendations will be made directly to the commander. If the
a. A current completed DA Form 5753-R will be made available HCP’s clinical practice is suspended or restricted, notification of
per paragraph 6—4. action will be made per paragraph &9

b. Any yes answers under interval information will serve as a  d- In cases of chronic disease, at the time of privileges reap-
flag—an indicator to look more carefully and try to determine Praisal orif a change occurs in the health of the provider, reports of
whether or not there are any quality of care concerns. the HCP’s health will be required from the designated physician and

(1) Under liability judgments and liability payments, determine SUPervisor or designated professional peer. For the privileged HCP,
whether the field of practice is fraught with the potential for bad th.ﬁsg repo.rtf W'" db_e malnta%l.r&ed t'ml the PAf .7Oti:erW|se, the )rat\apf).clnrts
results; for example, high-risk patients. Determine also whether it Will P& maintained in a confidential (para 1-7), temporary QA file

; : ; Lo “ that will be destroyed when the HCP is successfully returned to full
was a one-time episode with no finding of “gross or repeated mal-_ .~ .
practice,” or whether there is a recurring pattern. clinical practice. (See AR 40-400-2, FN 40-1a.) If a change of duty

(2) The unit commander will make his or her recommendation to station occurs prior to the return to full practice, this file will be sent
the MEDDAC, MEDCEN, or DENTAC credentials committeeto the gaining facility in the same manner as the PCF (para).4—3

- T . -~ e. Upon report of recovery, the impaired provider ad hoc com-
based in part on the findings of (1) above. The credentials commit-__. . ; . -
tee will then make its recommendation to the MEDDAC, MED- mittee will again request and review statements from a physician, at

least one immediate supervisor or professional peer, and the depart-
CEN, or DENTAC commander. ment or service chief. The committee will then make recommenda-

c. If the findings from the evaluation of the interval information yions to the credentials committee or commander regarding the
show derogatory information and the credentials committee recom-ramoval of limitations on clinical practice.

mends adverse privileging action, action will be initiated per para-
graph 6-9. 7-4. Management of HCPs impaired by alcohol or other
drug abuse or dependence
a. Abuse and dependenddcohol and other drug abuse or de-
pendence as described in the current Diagnostic and Statistical Man-

Chapter 7 ual Il may lead to impairment and the subsequent need for
Impaired Health Care Provider Program rehabilitation.

b. Impaired provider reportingAny HCP known or suspected of
7-1. General having an alcohol or other drug abuse or dependence problem will

This chapter establishes policies and procedures for the Impairedbe reported to the impaired provider ad hoc committee (para 2-3).
Health Care Provider Program, an important element in the QAP.(Seec(2) below.)

This program is in compliance with all provisions of AR 600-85 c. Program componentsThe provisions of AR 600-85 apply
and adds those elements necessary to provide quality patient cardully to HCPs impaired by alcohol or other drug abuse or depend-
This program applies to all AMEDD active duty military officers, ence. In addition, the following will apply:

warrant officers, and civilian employee officer-equivalent HCPs(1) Prevention.

who are licensed or privileged and provide or supervise direct pa- (a) Because HCPs are at increased risk for drug abuse or depend-

tient care. ence, all MEDDACs, MEDCENSs, and DENTACs will develop a

prevention and identification plan. The plan will incorporate ele-
7-2. Objectives of the Impaired Health Care Provider ments of deglamorization, widespread publicity, education, and
Program quality assurance. The plan will be developed in conjunction with
The objectives of the program are to— the installation clinical director.

a. Prevent impairment and promote well-being of HCPs through ~ (b) Drug abuse by HCPs will be considered an occupational
education and minimize factors that contribute to impairment. ~ hazard. Educational programs will place special emphasis on aspects
b. Identify impairment in HCPs as early as possible in order to Of drug abuse for those working with pharmaceuticals of addictive

promote recovery and ensure patient safety. potential. In addition, mechanisms for storing and handling of con-

trolled drugs will be periodically reviewed. When a drug diverting
situation occurs, the general problem of drug diversion should also
be addressed by the MEDDAC, MEDCEN, or DENTAC QA com-
mittee. Lessons learned should be sent to major MEDCOM QA
offices. (It should be noted that diversion and abuse is criminal
misconduct and law enforcement involvement is appropriate.)

(c) HCPs, especially those in psychiatry, family practice, primary
health care, and emergency medicine will be educated in all aspects
of alcohol or other drug abuse or dependence as part of an ongoing

2. Anv HCP known or suspected of having a medical or psvchi inservice education program. HCPs should, when feasible, partici-
2. ANy : . P Ing & ; or psychi- pate in a didactic and experiential orientation at a residential treat-
atric problem that impairs (or could potentially impair) clinical per- ment facility (RTF)

formance will be reported to the impaired provider ad hoc(d) Inservice education programs will emphasize—

committee (para 2-3). 1. That HCPs, despite their health care background, are as vul-

b. The ad hoc committee will request the following: nerable or more vulnerable to alcohol or other drug abuse or de-
(1) A statement of diagnosis, prognosis, and implications for nendence than the general public.

c!inical pe_rformance fr(_)m a physician (preferably the primary physi- * 2 The importance of learning and implementing healthy coping
cian treating the provider). mechanisms for dealing with the stresses that often contribute to the

c. Provide a mechanism for limiting the clinical practice of im-
paired HCPs, whether or not privileged.

d. Provide a mechanism for return to clinical practice (when
feasible) for HCPs who have been successfully rehabilitated.

e. Provide a mechanism for ongoing monitoring of rehabilitated
HCPs.

7-3. Management of health care providers impaired by
medical or psychiatric problems
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development of alcohol and other drug abuse or dependence amon@PO will be notified prior to the intervention.) Consequences for

HCPs. refusal to enter treatment will be given in advance.
3. The RM implications of HCPs continuing to provide or super-  (b) Scope of clinical practic&lhe HCP's clinical practice param-
vise direct patient care while impaired. eters will be reviewed immediately by the impaired provider ad hoc
4. Decision-making skills and risks regarding the use and misusecommittee, in coordination with the credentials committee when
of alcohol and drugs. appropriate. The HCP will be removed from direct patient contact

5. The role of denial as a symptom of and a functional part of (para 4-8) until the committee determines that the problem is
alcohol or other drug abuse or dependence in HCPs and how this isatisfactorily controlled. Impaired HCPs requiring inpatient treat-
compounded by the silence of colleagues, supervisors, and evement will have their clinical practice reevaluated upon return to the

patients. duty station.
6. Recognition of early behavioral and job performance indica- (c) Followup. Care will be taken that an HCP who has been
tors of alcohol or other drug abuse or dependence. confronted has an adequate support system at home or is
7. Principles of effective intervention and content of treatment hospitalized.
programs used by impaired HCPs and their families. (4) Treatment.

8. The responsibility of peers and supervisors to report HCPs (a) Need for treatmenteither the type of drug nor the type of
who abuse or are dependent on alcohol or other drugs to the imuse of the drug alone determines the need for treatment. Apart from

paired provider ad hoc committee. the legal ramifications, drug abuse could range from simple experi-
9. The threat to the career, health, and even the life of the HCP ifmentation to psychological or physical dependence. All identified
the impairment is allowed to continue. abusers will be immediately referred to the CCC for evaluation.

10. The high success rates of treatment and the return to full Assessment of the need for treatment and the level of treatment will
clinical practice after treatment, especially when identified early. be made by the CCC independent of administrative or legal

(e) HCPs who have been through treatment and have beesncerns.
recovering for at least a year should be considered to assist in (b) Types of treatmentnpatient (residential) treatment of active
teaching educational programs. duty HCPs will be offered through the Army RTF if the provider

(H QAP activities should include identification of policies or par- has potential for retention on active duty, or may be offered through
ticularly stressful work environments that may contribute to the use the Department of Veterans’ Affairs if separated from active duty. If
of alcohol or other drugs by HCPs. detoxification is necessary, it will be accomplished per AR 600-85,

(2) Case-finding.Case-finding results from a sensitivity to the paragraphs 4-17 through 4-19. Outpatient treatment and education
problem and ongoing monitoring of HCPs’ clinical practice. All will be available from the CCC to all impaired HCPs, military and
HCPs are required to report providers whose clinical practice iscivilian. Civilians may also be treated as outpatients in civilian
impaired or potentially impaired through the department chief to the outpatient or residential programs through the Federal Employee’s
impaired provider ad hoc committee. The department chief will Health Benefits Program or other commercial insurance programs.
review the report and inform the committee whether monitoring or  (c) Coordination of treatmeniTreatment will be coordinated by
confrontation will be employed. In either case, the clinical director the CCC for active duty and civilian personnel under AR 600-85.
will be notified and involved in the process. For civilian HCPs, in The family will be included in the treatment plan. Administrative or
addition to the CCC civilian program coordinator, the management- legal charges that may interfere with treatment should be resolved
employee relations representative from the CPO will be informed. prior to admission to an RTF. For those who do not enter an RTF
Civilian HCPs experiencing job performance problems will be in- and those awaiting the decision of administrative or legal charges, a
formed of the appropriate course of action that will be taken. binding outpatient plan will be developed with the requirements per

(a) Monitoring will be used only when there is no clear evidence (5) below.
with which to confront the HCP. If monitoring is chosen, a memo-  (5) Aftercare.Aftercare is the program of activities in the remain-
randum for record (MFR) will be sent to the committee describing der of the 1-year enrollment following a residential program. The
the circumstances and specifying the type of monitoring that will be program is designed to promote long-term recovery. The aftercare
done. plan will be developed prior to discharge from the RTF. The CCC

(b) If evidence of job impairment exists, confrontation is recom- therapist will coordinate a rehabilitation team meeting as soon as the
mended. In this situation, the supervisor will meet with the HCP and HCP returns to duty to review the plan and agree on its specifics.
objectively confront him or her with the evidences of impairment. The commander, supervisor, HCP, and impaired provider ad hoc
Clear expectations of future performance will be given. The con- committee will be given a copy of the plan. The aftercare plan will
fronted HCP will also be referred to the CCC for a full evaluation. be binding and consequences of not following the plan will be
If confrontation is chosen, an MFR will be sent to the committee clearly documented.
describing the evidence, the future expectations as given, and the (a) The plan will include the provision that the HCP shows
HCP’s response. In no circumstances will an HCP be questionedevidence of—
about the impairment or the causes thereof without appropriate ad- 1. Attendance at Alcoholics Anonymous (AA), Narcotics Anony-
vice concerning the HCP’s Article 31, UCMJ, and other rights, as mous (NA), Cocaine Anonymous (CA), or similar approved support
appropriate. group at least 3 times weekly.

(3) Intervention. 2. Taking of Antabuse, if prescribed.

(a) Intervention proceskitervention involves confrontation 3. Participation in the CCC groups, educational classes, and indi-
leading to a requirement for the impaired HCP to enter treatment.vidual sessions as described in the plan.

Intervention is used when the behavior that impairs or potentially 4. Random testing for drug problems. Urine samples will be
impairs clinical performance is clearly related to alcohol or other collected by the CCC from HCPs with drug problems. The samples
drug abuse or dependence. When intervention is chosen— will be tested for the specific drug abuse, if possible. Such testing

1. The CCC will be notified in advance of any action being taken will be done weekly for the first 6 months and twice a month for the
so the therapist can lend consultation and assistance. The CCC wilhext 6 months. In the second year the commander, in coordination
process ADAPCP enroliment and admission to an RTF program, ifwith the ADAPCP, will ensure that monthly drug testing is done.
appropriate. (A medical evaluation is necessary per AR 600-85The test results will be reported to the impaired provider ad hoc
prior to admission to an RTF.) committee.

2. The MEDDAC, MEDCEN, or DENTAC commander will in- (b) Evidence of compliance with the above will be given to the
stitute enrollment of an active duty HCP into a treatment program if impaired provider ad hoc committee monthly for 1 year after entry
that provider refuses to enter treatment. (If the impaired HCP is ainto treatment and at least quarterly for a second year.
civilian employee, the civilian program coordinator of the CCC and (c) In the event of a relapse (return to alcohol or drug use) the
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HCP will be immediately suspended from clinical duties per para- of duty station occurs prior to the return to full practice, these files
graph 4-8. A full reassessment will be made to include an evalua- will be transferred to the gaining facility per paragraphad—3
tion of progress to this point and circumstances surrounding the (b) Individuals monitoring impaired HCPs will notify the super-
relapse (precipitating factors plus the HCP’s use of recovery copingvisor and therapist immediately upon signs of relapse or failure to
skills). If a second admission to an RTF is recommended, approvalfollow the aftercare plan. Proper action will be taken promptly for
must be obtained from the major MEDCOM clinical drug and alco- the good of the HCP as well as the safety of the patient population.
hol office. (c) The confidentiality requirements of AR 600-85 apply to all
(d) Tours of active duty for impaired HCPs will be stabilized at reports, committee minutes, and discussions pertaining to impaired
least 12 months from the date of admission to the RTF under ARHCPs in the Army’s ADAPCP. Civil penalties apply for un-
614-5. Exceptions are in cases where the community does nofuthorized disclosure. (See para 1-7 and AR 40-66, para 2-7.)
possess sufficient aftercare resources or where there are insufficient (8) Program termination.
HCPs in the same work role as the recovering provider. Major (&) Professional involvementhe CCC'’s role in the HCP’s re-
leadership positions and solo practices are to be avoided. In thesgovery program ends 1 year after enrollment. The role of all others
cases an exception to policy will be initiated so the HCP can begenerally ends after the second year. At this time the impaired
reassigned to an appropriate duty station. _prowder ad ho_c committee will recommend termination of monitor-
(e) To allow time for transition into the followup phase of reha- INg unless review findings or relapse require further involvement.

bilitation, requests for leave should generally not be approved until (P) Processing for separatioAR 600-85 requires that all mili-
60 days after discharge from an RTF. tary personnel, E5 and above, who are identified as drug abusers be

(6) Re-entry.Re-entry refers to the HCP's return to duty and re- Processed for separation from the Army per AR 635-100 and AR
entry into clinical practice. Reinstatement to full clinical practice 83°-200. The unit commander initiates the separation process. Each

will normally be a gradual process. Return to full practice depends'eggl,w(g:ommand to (tjhe generall cougt_s-martial lcor;vtehning auth;)_rity
upon the circumstances of the case and the HCP’s responses ) recommends approval or disapproval of the separation.

treatment and aftercare. Determination will be made by the com- he GCMCA is the first level at which the separation process can

mander based on the recommendations from the impaired provide%%&tggp?ﬁa anrc; LheestHd%E)errrﬁitr?leﬂﬁ)c:] ctn)n icg’: t?(;g)r/d However, the
ad hoc committee in coordination with the credentials committee, y Teq y )

when appropriate. 7-5. Notification to professional regulating authorities
(@) HCPs who have abused controlled drugs are generally re- g Notification will be made per paragraph 4®&r HCPs who
stricted from prescribing or administering controlled drugs after are privileged. For nonprivileged HCPs, reports will be sent through
return from treatment. the next higher headquarters to HQDA (SGPS-FP), 5109 Leesburg
(b) As long as progress is satisfactory, the HCP should eventu-Pike, Falls Church, VA 22041-3258. Major MEDCOMs will notify
ally be returned to full clinical practice in the same role previously their drug and alcohol clinical offices of all cases of impairment.
held. However, HCPs working in anesthesiology should not gener- b. Notification will be made for any HCP who—
ally return to this specialty when their impairment has been addic- (1) Has clinical practice suspended, limited, restricted, or
tion to drugs. Exceptions can be made after a substantial period ofevoked.
highly successful aftercare and the return to anesthesia is recom- (2) Possesses, prescribes, sells, administers, gives, or uses any
mended by the CCC clinical director. Extended monitoring will be drug legally classified as a controlled substance for other than medi-
done in these cases. cally acceptable therapeutic purposes. (See park(%-9
(c) If, in the opinion of the department chief, impaired provider (3) Separates from active duty or Federal Service in a less than
ad hoc and credentials committees, therapists, and the active dutfull (defined) clinical practice.
HCP concerned, a return to the previous specialty is not appropriate, (4) Leaves at any time for any reason during the 2-year monitor-
a recommendation for change of AOC will be initiated. Approval ing period.
rests with the appropriate corps chief. c. TSG is the reporting authority.
(d) In no case will the recovering HCP be used in inservice
education on alcohol and drug abuse or dependence until 12 months
following the onset of treatment.
(7) Ongoing monitoringOngoing monitoring refers to the obser- Chapter 8 i
vations, reports, and meetings required over a 2-year period toAlcohol and Drug Abuse Prevention and Control
assess the progress of the HCP who has returned to duty. The cc€rogram and the Community Counseling Center
is involved in monitoring during the first year of aftercare. The Quality Assurance Program
supervisor, department chief, and impaired provider ad hoc commit-

tee will continue monitoring for a second year. The committee will ; . .
review the progress of each impaired HCP monthly for the first 3 a?ég?‘%hplggfgiz c(::gc?rd\il\;:gtgev\\//ietlr(\)ahz ?/IAI'IP lgAagogqeni%f; d-l-lﬂe
months of treatment and at least quarterly thereafter until 2 yearsy i, \yiil describe all QA activities that occur in the ADAPCP in the
from the date of retum to duty. categories of patient care evaluation, utilization management, risk

(a) Reports. . . . . ) management, and privileging.

1. The CCC will submit monthly written reports to the impaired |, Clinjcal servicesThe outpatient clinical services of the
provider ad hoc committee for the first 3 months and quarterly ApAPCP will be provided in the CCCs by qualified clinical staff
thereafter while the HCP is in aftercare. These reports will state, at 8yhg are DA certified as alcohol and drug counselors and are under

minimum, the HCP's compliance with the aftercare plan, current the supervision of the clinical director who is privileged by the
progress, and prognosis. The reports will be forwarded to the cre-TE.

dentials committee for privileged HCPs. c. Problem resolution and followup.

2. The immediate supervisor or designated peer will submit a (1) Problem resolutionWhen problems in patient care or oppor-
reports regarding the HCP’s duty competence to the CCC monthlytunities to improve care are identified, action will be taken. The
during the first 3 months and quarterly thereafter until completion of problems will be prioritized based on the potential impact on patient
aftercare monitoring. care and outcome, number of patients affected (high volume) or

3. Reports sent to the credentials committee will be maintained in single major event, and cost-effectiveness of problem-solving. The
the PAF. Reports on HCPs not privileged will be maintained in a CCC QA committee or clinical director will assign the identified
confidential, temporary QA file (para 1-7), which will be destroyed problem to a specific person or group within the CCC. The assigned
when the HCP is successfully returned to full practice. If a changeparty will assess the problem fully (to include conducting studies or

8-1. General
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surveys, if necessary) and report findings and recommendations t@—4. Patient care evaluation
the committee. The committee will implement corrective action. a. Monitoring and evaluation will be done per paragraph 3-2.
Problems that cannot be resolved within the CCC will be referred to (1) Examples of high risk, high volume, problem prone, and high
an appropriate resource and documentation of this referral will becost aspects of care common in drug and alcohol programs are as
made on the QA accession lod(Z) below) and followed until follows:
resolution. If corrective action does not occur within the established (a) High risk.
timeframe, the clinical director will advise the MTF QA committee. 1. Concurrent depression and/or suicidal ideation.
(2) Followup. The CCC QA committee or clinical director will 2. History of violent behavior when intoxicated.
monitor the problems where corrective action has been taken to 3. Subject to Personnel Reliability Program.
verify correction of practice or satisfactory resolution. Elements of 4. Single, alcoholic males over 40 years of age.
this process may include performing a new study using the same, (b) High volume.
new, or revised assessment criteria, or reviewing data collected after 1. Polydrug abusers.
corrective action is taken. If an area of clinical care has not been 2. Deliberate abuse—no dependency.
satisfactorily corrected, the problem will again be reviewed by the 3. Early stage alcoholics.
CCC QA committee for further evaluation and appropriate action. (c) Problem prone.
d. Reports and forms. 1. Recidivists.
(1) Minutes.QA activities will be reported at least monthly either 2. Patients who fail to progress.
as part of the regularly scheduled staff meeting or as a part of a 3. patients with performance or behavior problems.
separate CCC QA committee meeting. (See para 2-2 for recording (d) High cost.Inpatient versus outpatient treatment.
of minutes.) Minutes will be reported through the CCC QA commit-  (2) specific indicators will be developed. Once developed, they
tee to the MTF QA committee per the calendar of reports (table should be prioritized. The number of indicators selected for
2-1). monitoring will be the number the staff can reasonably monitor and
(2) QA accession logQA accession logs will be maintained t0  evaluate. Criteria will be developed for each indicator (para 3-2)
monitor problems. The problem, original disposition, final resolu- and the care given compared against these criteria. Variations from
tion, and followup will be recorded. Problems will be numbered by these criteria are not a measure of quality but should trigger the peer
year, month, and sequence; that is, 88—-2-1, 88-2-2, 88-5-1. Datpeview process. If a problem exists, it will be documented and
sources include monitoring activities, medical record review, inci- corrective actions will be taken. (See para 8-add.)
dent reports, utilization review studies, patient and staff surveys, and p. Patient records review (para Z¢B)).
so forth. (1) Records will be reviewed for their accuracy, timeliness, com-
e. Communication and use of findin§gndings from QA activi- pleteness, clinical pertinence, and adequacy as medicolegal
ties will be communicated to the entire staff. Findings will also be documents.
used in the reappraisal of privileges, performance evaluations, and (2) Indicators with criteria will be developed for record review.
development of staff educational programs. Special attention will be  (3) Each counselor will ensure that results of each review with
given to those staff members experiencing difficulty in the delivery recommendations are sent to the clinical director for summary anal-
of quality patient care. ysis and reporting to the CCC QA committee.
f. Annual evaluationDuring the first meeting of each year, the (4) Identified problems require corrective action and followup.
CCC QA committee will conduct a review of the objectives, scope, The accession log will be used; however, numbers will be used
organization, and effectiveness of the QAP, and revise it as necesinstead of names.

sary. The annual evaluation will be recorded, dated, signed, and sent (5) Record deficiencies will be put in writing and forwarded

to the MTF QA committee. through the clinical director to the appropriate staff members.

o ) c. At a minimum, 10 percent of the active patient records, to
8-2. Clinical director include a representative sample of cases from each counselor, will
The clinical director— be reviewed. Results will be forwarded to the clinical director and

a. Carries out the QAP within the CCC by developing, impresented at monthly meetings. The clinical director, counselor su-
plementing, and monitoring the QA activities with assistance from pervisors, and clinical consultant (if possible) should be present at
the clinical consultant and the MEDCEN or MEDDAC QAC. these meetings to provide clinical supervision and consultation.

b. Ensures that all responsible clinical staff are involved in the
QAP and are knowledgeable and committed to QA objectives that8-5. Utilization management
relate to their specific areas of responsibility. An ongoing evaluation of clinical resource management will be

c. In coordination with the clinical consultant, determines the utilized to assure that quality patient care is provided in the most
appropriate structure and membership of the CCC QA committee.cost-effective manner.

d. Chairs the CCC QA committee. a. For components of a utilization management plan, see para-

e. Defines areas of responsibility and determines priorities in the graph 3—4.

QAP in order to provide consistency and eliminate overlap and b. Examples of indicators to determine efficient utilization of
duplication of efforts while complying with regulatory requirements. resources are as follows:

f. Disseminates recommendations from the MTF QA committee (1) Appropriateness of entry into the ADAPCP program.

to the CCC staff. (2) Missed appointments.
g. Refers problems that cannot be resolved within the CCC to the (3) Analysis of services rendered (ADAPCP statistics).
appropriate resource. (4) Appropriateness of referrals.
h. Ensures that a followup mechanism is established to provide (5) Delays in provision of supportive services.
responses to problems and recommendations. (6) Administrative impacts (adequacy, distribution, availability,
and use of resources to include space, personnel, supplies, and
8-3. CCC QA committee equipment).
The CCC QA committee— (7) Comparison of a sampling of cases against length-of-treat-
a. Implements all QA activities identified in the QAP. ment norms.
b. Reports pertinent QA findings to the MTF credentials commit- ~ ¢. Utilization management issues will be addressed at each
tee through the clinical consultant. monthly QA staff meeting and included as part of the CCC QA
c. Analyzes findings to determine patterns and trends. committee minutes reported to the MTF QA committee.

d. The utilization management plan will be evaluated annually
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and revised as appropriate. The length-of-treatment norms will beyear of full-time equivalent psychology experience in treating sub-
revised based on the previous 3 year’s data. stance abuse in adults.
(2) Category Il. Privileges for patient care within the field of
8-6. Risk management substance abuse for adolescents and adults. Supervision or consulta-
a. RM includes all activities concerned with accident and injury tion will be necessary for all complex cases. The individual can act
prevention and the lowering of financial losses after an injury hasindependently in directing patient care subject to review. He or she
occurred.It identifies problems or potential risk circumstances that must have satisfactory completion of 2 full years of postgraduate
must be eliminated or reduced to prevent accident and injury. study or a master's degree in counseling psychology, or a directly
b. One CCC staff member will be designated as risk manager.related field from an accredited educational institution, or the
(There is no requirement for a separate RM committee.) The riskfollowing:
manager is responsible for tracking RM issues, identifying RM  (a) Satisfactory completion of a 4-year baccalaureate program
trends, reporting to the CCC QA committee at least quarterly, andwith at least 24 semester hours in psychology.
assuring that RM issues are forwarded to the MTF risk manager. (b) Two years of full-time equivalent professional psychology
c. It is the responsibility of each staff member involved in, or experience in treating substance abuse in adults.
having knowledge of, an unusual occurrence or incident (including (3) Category lIl. Full privileges for patient care within the field
adverse responses to treatments and approaches or serious errorsdhsubstance abuse for adults and limited privileges for adolescents.
clinical judgments), to prepare a DA Form 4106 (parsb@)$ and Supervision or consultation will be necessary for all complex ado-
report it to the risk manager through his or her supervisor. (Thelescent cases. The individual may act independently in directing
clinical director will ensure appropriate action and followup.) patient care subject to review. He or she must have satisfactory
d. The following are examples of potential RM issues, the more completion of all the requirements for a doctoral degree in clinical

serious of which can be identified by an RM occurrence screening®! counseling psychology, or a directly related field from an accred-
tool: ited educational institution, or the following:

(1) All unusual occurrence reports. (a) Satisf{:\ctory com_pletion 0f_2 full years of postgraduate study

(2) Adverse treatment results. or a master’s degreelln counselmg psychplogy, or a directly related

(3) Treatment failures. field from an accred_lted edu_catlonal institution. _ _

(4) Patient complaints (b) One year full-time equivalent professional experience in an
' ) operating substance abuse program treating adults.

(5) Safety practices. L (4) Category IV.Full privileges for patient care as a clinical

(6) Alcohol and drug related injuries. director within the field of substance abuse for adolescents and

(7)CCases of delaéyeq"trgatrgent or iarljure to treat. adults. The individual may act independently in directing patient

e. Cases reviewed will be documented.

e ) ] care. He or she will have satisfactory completion of all the require-
f. A summary of RM activities and cases reviewed will be repor-

| ! v ments for a doctoral degree in clinical or counseling psychology or
ted to the MTF QA committee. This summary will be documented a directly related field from an accredited educational institution,
in the RM portion of the CCC QA committee minutes. Major or

: ) _ _ and 1 year full-time equivalent professional psychology experience
serious problems will be reported immediately. in treating substance abuse in adolescents; or each of the following:

o (a) Satisfactory completion of 2 full years of postgraduate study
8—7. Privileging or a master’'s degree in counseling psychology or a directly related
a. Professional staff who function independently to initiate, alter, field from an accredited educational institution.
or terminate a regimen of medical care will be privileged. Profes- (b) One year full-time equiva|ent experience in an Operating sub-
sional staff who function under the supervision of the clinical direc- stance abuse program treating adults.
tor and all counselors who function under the supervision of a (c) One year full-time equivalent professional psychology experi-
credentialed provider will not be granted individual privileges. Rath- ence in treating substance abuse in adolescents.
er, an internal mechanism will be established to ensure that all staff e. The following will be used as guidelines in the granting of
members are competent to provide clinical services by reason ofclinical privileges for the Social Worker (GS-185) series:
education, training, and experience. (1) Category |.Limited privileges for patient care within the field
b. The clinical director will be granted privileges by the MTF of substance abuse for adolescents and adults. Supervision or con-
credentials committee. All directors should be physically and emo- sultation will be required for all complex cases. The individual must
tionally able to perform the duties required and must be free of have completed formal training at the master’'s degree level in social
substance abuse. work and have a minimum of 1 year’s supervised professional social
(1) Given the significant variability that can exist in the educa- work experience. The individual can act independently in directing
tional and experiential backgrounds of clinical directors, it will be patient care subject to review.
necessary to define the category of privileges to include levels of (2) Category Il. Privileges for patient care within the field of
supervision and consultation requirements. substance abuse for adults and limited privileges for adolescents.
(2) It is recognized that the number of adolescent patients en-Supervision or consultation will be required for all complex cases.
rolled in the ADAPCP will be at a minimal level. Therefore, lack of The individual can act independently in directing patient care sub-
qualifications in this area will not be the sole limiting criteria for Ject to review. The individual must have completed formal training
priv"eging where appropriate referral agencies are available. at the master’'s or doctoral level in social work and have 2 year’s
c. The clinical consultant will attend the MTF credentials com- Supervised professional social work experience, or the following:
mittee meeting when the privileges of the clinical director are being (&) Have completed formal training at the master's degree level
considered. Privileges will be based on education, training, experi-In social work and have a minimum of 1 year's supervised profes-
ence, and current competency. DA Forms 5440-22-R afi@nal social work experience.

5441-22-R will be used.

d. The following will be used as guidelines in the granting of
clinical privileges for the Psychology (GS-180) series:

(1) Category I.Limited privileges for patient care within the field

of substance abuse for adolescents and adults. Supervision or co

sultation will be required for all complex cases. The individual can

act independently in directing patient care subject to review. He or
S
degree including 24 semester hours in psychology and at least £

she must have satisfactory completion of a bachelor's or master’
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(b) One year's supervisory experience in a drug and alcohol
setting.

(3) Category lll. Full privileges for patient care within the field
of substance abuse for adults and limited privileges for adolescents.

r?S_upervision or consultation will be necessary for all complex ado-

escent cases. The individual may act independently in directing
patient care subject to review. The individual must have completed
formal training at the master's or doctoral level in social work,

(a) Have 2 year'’s supervised professional social work experience.
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(b) Have 1 year’s full-time supervisory experience in a drug and g. HCPs who enter the Armed Forces immediately after training
alcohol setting. and do not enter a GHPE program and do not have a current, active
(4) Category IV.Full privileges for patient care as a clinical license will not be eligible to provide patient care services indepen-
director within the field of substance abuse for adolescents anddently. They will work only in supervised positions under a licensed
adults. The individual may act independently in directing patient professional of the same or similar discipline and will obtain a

care subject to review. He or she must have completed formalcurrent, active license within 1 year of eligibility.

training at the master’'s or doctoral level in social work, and— h. Unlicensed physicians and dentists assigned to TOE units im-
(a) Have 2 years of supervised professional social wonkediately after the 1st or 2d year of GHPE and not privileged to
experience. practice within a hospital setting will be allowed to provide health

(b) One year of professional experience in substance abuse councare independently for 1 year.
seling in adolescents (may have been acquired during the supervised (1) Those individuals not possessing a current, valid license by 1
period mentioned above). year will not be allowed to continue providing health care
f. Privileges for clinical directors in the GS—101 social science independently.
series will be granted on a case-by-case basis, dependent on formal (2) Those individuals assigned to other than TOE units as general
education, current competency, and supervisory experience in a drugnedical officers or general dental officers are required to have a
and alcohol setting. icense in order to practice independently. Evidence of licensure will
g. A PCF and PAF will be maintained by the MTF credentials be provided to the major medical command exercising professional

committee on all priv"eged individuals per paragraphs 4-11 andor technical control. Those individuals with no Clearly defined medi-
4-12. cal channels will provide such evidence to HQDA (SGPS-PSQ),

5109 Leesburg Pike, Falls Church, VA 22041-3258.
i. Newly employed foreign national physicians will be allowed to
practice under supervision for up to 1 year during which time

Chapter 9 information on which a waiver may be based will be obtain@) (

Professional Licensure below). The waiver must be approved prior to the end of the proba-
tionary appointment.

9-1. Policy j. Foreign national physicians must posses either ECFMG certifi-

a. Active duty, RC, and civilian employee (Federal civil service, cation or a license from the country in which they are practicing.
foreign national hire, or contract) physicians, dentists, nurses (regis- k. Failure to obtain a license may constitute reason to institute
tered, practical, or vocational), clinical psychologists, podiatrists, adverse personnel actions, including loss of professional pays and
optometrists, pharmacists, physical therapists, and dental hygienistseparation from the service, unless specifically waived by the As-
will maintain a valid, current professional license that meets the sistant Secretary of Defense (Health Affairs) (ASD(HA)).
following criteria: (1) Practice privileges of practitioners failing to obtain licenses

(1) The license must be one granted by the recognized licensingwill be restricted to reflect that they are prohibited from providing
agency of a State, the District of Columbia, the Commonwealth of patient care services unless under the supervision of a health care
Puerto Rico, Guam, or the U.S. Virgin Islands. professional of the same or similar discipline (as determined by the

(a) Graduates of foreign medical schools will be required to commander). Restriction of privileges will be performed by the
possess both a medical license and other certification by @fiedentials committee and reported per paragrapk. 4H& super-

ECFMG or 5th Pathway. visor, appo_inted in writing, will be responsible for the care provided
(b) Foreign national hires in oversea areas may use a currentPy the unlicensed practitioner. .
valid license from the country in which they are practicing. (2) Practitioners not subject to the UCMJ who provide health

(c) Nurses are required to pass the examination offered by thecare in violation of this restriction are subject to a civil money
National Council for Licensure Examinations (NCLEX) befor@enalty of not more than $5,000 (10 USC 1094). (Military HCPs are
working without supervision. subject to penalties under the UCMJ.)

(2) For active duty military, a valid, current license includes |- Circumstances that may be given favorable consideration for
licenses with no fee or reduced fee schedules for military personnewaiver are as follows: _ .
where the issuing authority maintains and considers current informa- (1) Active duty military personnel stationed overseas or in re-
tion on individuals so licensed. mote sites at any time during the period between 18 July 1985 and 8

b. The requirements of this chapter also apply to those who areNovember 1988 may apply to OTSG for a temporary license waiver
not classifiable as employees of the Army but are providing patientuntil 1 year following their return to continental United States
care services in an Army MTF or DTF. (CONUS). Waivers will be_ conS|dere_d by the individual’'s command

c. Personnel required to be licensed by this regulation, who wereOn @ case by case basis. Extensions of overseas tours to avoid

not previously required to possess a license, must possess a licendi§ensure requirements will not be permitted. .
by 8 November 1988 unless a later date is prescribed. (2) HCPs coming directly from education programs in profes-
ions requiring a period of practice experience prior to licensure will

d. Military and civilian optometrists, podiatrists, pharmacist ; X = ) ;
physical therapists, and dental hygienists must possess a license permitted to practice, under supervision, during the required
eriod. Failure to obtain a license at the end of the mandatory

31 July 1989. Active duty practical nurses in enlisted ranks must~*" . . L
possess a license by 8 November 1990. period of practice may constitute reason to institute adverse person-
e. Personnel in GHPE will not be required to possess a IicenseneI action ?'_”dfor separation proceedlngs._ .
until 1 year following successful completion of either the first year .. (3) Physhlmans_and dentists not possessing U.S. licenses nor prac-
or the second year of such training, depending on the requirementéICIng in the United States or its territories V.V'l.l be r_equwed to
of the State in which the individual will be licensed. document proof of English competency and clinical skills. One or
more of the following in addition to the individual's PCF, including

(1) Individuals indicating that they are seeking licensure in States . ; -
requiring 2 years of training will provide evidence of legal residence CUrent DA Forms 5374-R and 5441-R-series, will be submitted for
waiver consideration:

in that State; for example, a Leave and Earnings Statement. (a) Certification by the ECFMG.

(2) If a State issues a graduate education license, it will be (b) Successful completion of the examinat ffered by the Uni
considered adequate for individuals in GHPE but will necessitate STl compiett xamination ofiered by the Uni-
formed Services University of the Health Sciences.

delay in progressing to independent responsibility following comple- (c) Objective assessment of performance through explicit clinical

tion of training. monitoring from a functioning QAP. Also addressed will be the

f. HCPs must apply for licensure within 30 days of obtaining o , - Co
notification of having successfully passed a qualifying examination. Egi(é[g't?onners proficiency level, past performance, and continuing
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(4) Waiver requests will be sent through command channels to
HQDA (SGPS-PSQ), 5109 Leesburg Pike, Falls Church, VA
22041-3258. TSG's evaluation and recommendation will be for-
warded to ASD(HA) for waiver determination.

m. The following apply only to military personnel:

(1) All individuals who are not in compliance with this chapter
will have all favorable personnel actions suspended under AR
600-8-2.

(2) As a general policy those individuals who are not in compli-
ance with this chapter and are in an obligated status, as defined in
the glossary, will be used in their specialties under the supervision
of appropriately licensed health care personnel or in such capacities
as their commander may direct until the expiration of their obliga-
tions. At that time they will be eliminated from the service under
the provisions of AR 635-100 or AR 135-175 for loss of profes-
sional qualifications.

(a) Being in an obligated status does not preclude earlier elimina-
tion from the service for loss of professional qualifications or for
other reasons should competent authority determine this to be in the
best interest of the service.

(b) Those individuals who are eliminated prior to completion of
obligated service may be subject to recoupment of educational
subsidies.

(3) Those individuals who are not in compliance with this para-
graph and who have no current service obligation may be eliminated
from the service under the provisions of AR 635-100 or AR
135-175 for loss of professional qualifications or for such other
reasons appropriate to the individual case.

(4) Obligations resulting from acceptance of special incentive
pays, military education (advanced course, and so forth), acceptance
of promotion, or resulting from the 3-year initial active duty obliga-
tion incurred upon accession without service sponsored education
will be handled under (2) above. Entitlement to and recoupment of
incentive pays will be determined by the appropriate finance office.

n. The Office of Personnel Management (OPM) has established
the minimum qualification requirements for each classification se-
ries by grade level in its OPM Handbook (Hdbk) X-118. For
AMEDD civil service positions wherever an OPM Hdbk X-118 or
DOD requirement exists for a specific license, registration, or certi-
fication as a condition of eligibility for a position, maintenance of
that requirement is a condition of employment.

0. Licensure requirements apply regardless of whether the indi-
viduals are performing clinical or administrative duties. Individuals
not assigned to or privileged by a MEDDAC, MEDCEN, or DEN-
TAC will provide evidence of current licensure to the major medical
command exercising professional or technical control.

9-2. Payment of fees associated with professional

licensure

Appropriated funds will not be used to pay the expenses for obtain-
ing and maintaining a professional license. Permissive TDY (travel
orders which show no entitlement to per diem or travel or lodging
expenses) may be granted for the purpose of taking licensure exami-
nations or for appearing for interviews required by the licensing
agency as a condition for granting a license. Leave will not be
charged for this purpose unless the individual already has a license
that meets the requirements of this regulation.
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Appendix A
References

Section |
Related Publications

AR 15-6
Procedure for Investigating Officers and Boards of Officers.

AR 20-1
Inspector General Activities and Procedures.

AR 25-400-2
The Modern Army Recordkeeping System (MARKS).

AR 27-20
Claims.

AR 27-40
Litigation.

AR 40-1
Composition, Mission, and Functions of the Army Medical
Department.

AR 40-2
Army Medical Treatment Facilities: General Administration.

AR 40-3
Medical, Dental, and Veterinary Care.

AR 40-5
Preventive Medicine.

AR 40-6
Army Nurse Corps.

AR 40-48
Nonphysician Health Care Providers.

AR 40-61
Medical Logistics Policies and Procedures.

AR 40-66
Medical Record and Quality Assurance Administration.

AR 40-407
Nursing Records and Reports.

AR 135-175
Separation of Officers.

AR 340-21
The Army Privacy Program.

AR 351-3

AR 635-100
Officer Personnel.

AR 635-200
Enlisted Personnel.

DA Pam 40-5
Army Medical Department Standards of Nursing Practice.

DA Pam 40-16
Dental Statistical Reporting.

Diagnostic and Statistical Manual Il
(This publication may be obtained from The American Psychiatric
Association, 1700 18th Street, N.W., Washington, DC 20009.)

FM 8-70/AFR 160-24/NAVMED P-5120
Standards for Blood Banks and Transfusion Services.

FPM
Federal Personnel Manual, U.S. Civil Service Commission (chaps
315 and 432).

Joint Commission on Accreditation of Healthcare Organizations
(JCAHO) Publications:

Accreditation Manual for Hospitals.

Ambulatory Care Manual.

Drug and Alcohol Facilities Manual.

Hospital Accreditation Program Scoring Guidelines: Nursing

Services, Infection Control, Special Care Units.

Monitoring and Evaluation of Nursing Services.

Psychiatric Services Manual.

(The current editions of the six publications listed above may be
obtained from JCAHO, 875 N. Michigan Avenue., Chicago, IL
60611.)

Occupational Therapy Quality Assurance Handbook.
(This publication may be obtained from HQDA (DASG-DB), 5109
Leesburg Pike, Falls Church, VA 22041-3258.)

OPM Hdbk X-118
Qualification Standards for Positions Under the General Schedule.

Physical Therapy Quality Assurance Handbook.
(This publication may be obtained from HQDA (DASG-DB), 5109
Leesburg Pike, Falls Church, VA 22041-3258.)

TB MED 521
Management and Control of Diagnostic X-Ray, Therapeutic X-Ray,
and Gamma-Beam Equipment.

TB MED 530
Occupational and Environmental Health Food Service Sanitation.

ucmJ

Professional Education and Training Programs of the Army Medical Manual for Courts-martial, United States 1984.

Department.

AR 600-8-2
Suspension of Favorable Personnel Actions (Flags).

AR 600-85
Alcohol and Drug Abuse Prevention and Control Program.

AR 611-201

Enlisted Career Management Fields and Military Occupational

Specialties.

AR 614-5
Stabilization of Tours.

Section |
Prescribed Forms

DA Form 4106
Quality Assurance/Risk Management Document. (Prescribed in para
3-5)

DA Form 4691-R
Initial Application for Clinical Privileges. (Prescribed in para
4-8(1).)

DA Form 5374-R
Performance Assessment. (Prescribed in para(4)3
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DA Form 5440-R DA Form 5440-19-R

Delineation of Privileges—Anesthesia. (Prescribed in para(4)8 Delineation of Privileges—Dietetics. (Prescribed in paraadbg)
DA Form 5440A-R DA Form 5440-20-R
Delineation of Privileges Record. (Prescribed in paraa@hg Delineation of Privileges—Occupational Therapy. (Prescribed in

para 4-8(1).)
DA Form 5440-1-R
Delineation of Privileges—Dentistry. (Prescribed in paraadiy) DA Form 5440-21-R
Delineation of Privileges—Physical Therapy. (Prescribed in para

DA Form 5440-2-R 4-8(1).)
Delineation of Privileges—Family Practice. (Prescribed in para
4-8(1).) DA Form 5440-22-R

Delineation of Privileges. (Prescribed in para )-8
DA Form 5440-3-R

Delineation of Privileges—Internal Medicine and DA Form 5440-23-R . _ _
Subspecialty.(Prescribed in para 4(9.) Delineation of Privileges—Emergency Medicine. (Prescribed in para
4-8(1).)

DA Form 5440-4-R

Delineation of Privileges—Neurology. (Prescribed in paraat)d) DA Form 5440-24-R o . o
Delineation of Privileges—Aviation Medicine. (Prescribed in para

DA Form 5440-5-R 4-8(1).)

Delineation of Privileges—Obstetrics and Gynecology. (Prescribed

in para 4-8(1).) DA Form 5440-25-R _ . —
Delineation of Privileges—General Medical Officer. (Prescribed in

DA Form 5440-6-R para 4-&(1).)

Delineation of Privileges—Optometry Service. (Prescribed in para

4-8(1).) DA Form 5440-26-1-R _ o .
Delineation of Privileges—Troop Medical Clinic Physicians.

DA FEorm 5440-7-R (Prescribed in para 4afl).)

Delineation of Privileges—Pathology. (Prescribed in paraadb9 DA Form 5440-26—2—R

DA Form 5440-8-R Delineation of Privileges—Troop Medical Clinic Dentists.
Delineation of Privileges—Pediatrics. (Prescribed in paraa@)g (Prescribed in para 4afl).)
DA Form 5440-9-R DA Form 5440-26-3-R

Delineation of Privileges—Troop Medical Clinic Physician

Delineation of Privileges—Podiatry. (Prescribed in paraag¢h)d) h f :
9 - P Assistants. (Prescribed in para 4(8.)

DA Form 5440-10-R

Delineation of Privileges—Psychiatry. (Prescribed in parad)g DA Form 5441-R

Evaluation of Privileges—Anesthesia. (Prescribed in para(4)-3

DA Form 5440-11-R

. . S : . DA Form 5441-1-R
Ef&i?t)'on of Privileges—Psychology. (Prescribed in para Evaluation of Privileges—Dentistry. (Prescribed in paraedbd)

DA Form 5440-12-R Eéalig{irgnsgf 1F:r2|\;::\; es—Family Practice. (Prescribed in para
Delineation of Privileges—Radiology/Nuclear Medicine. (Prescribed 9 y ’ P
h . 4-8(1).)
in para 4-8(1).)
DA Form 5441-3-R

DA Form 5440-13-R . - - .
Delineation of Privileges—Surgery. (Prescribed in paraadbg I(Egglsj(fﬁ'ggd 0|:1 I;’)g\rnallegga)—)lntemal Medicine and Subspecialty.

DA Form 5440-14-R
. h s . . . DA Form 5441-4-R
Eie;:(i?t)lon of Privileges—Nurse Anesthetists. (Prescribed in parag, ajuation of Privileges—Neurology. (Prescribed in paraefh)g
DA Form 5441-5-R

DA Form 5440-15-R . . . Evaluation of Privileges—Obstetrics and Gynecology. (Prescribed in
Delineation of Privileges—Nurse Midwives. (Prescribed in para para 4-8(1).)

4-8(1)))
DA Form 5441-6-R

DA Form 5440-16-R B .. Evaluation of Privleges—Optometry Service. (Prescribed in para
Delineation of Privileges—Nurse Practitioners (Adult).(Prescribed in 4-8x1).)

para 4-8&(1).)
DA Form 5441-7-R

DA Form 5440-17-R N _ Evaluation of Privileges—Pathology. (Prescribed in parae@d}§
Delineation of Privileges—OB/GYN Nurse Practitioner. (Prescribed
in para 4-8(1).) DA Form 5441-8-R

Evaluation of Privileges—Pediatrics. (Prescribed in parag@d)3
DA Form 5440-18-R

Delineation of Privileges—Physician Assistants. (Prescribed in paraDA Form 5441-9-R
4-8(1).) Evaluation of Privileges—Podiatry. (Prescribed in paraedh)d
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DA Form 5441-10-R DA Form 5753-R

Evaluation of Privileges—Psychiatry. (Prescribed in parae@d)§ USAR or ARNG Application for Clinical Privileges to Perform
Active or Inactive Duty Training. (Prescribed in para &)2

DA Form 5441-11-R

Evaluation of Privileges—Psychology. (Prescribed in parad)$ DA Form 5754-R

Malpractice and Privileges Questionnaire. (Prescribed in para.B—3
DA Form 5441-12-R

Evaluation of Privileges—Radiology/Nuclear Medicine. (Prescribed DD Form 2499

in para 4-8(1).) Health Care Provider Adverse Clinical Privileges Action
Report(Requirement Control Symbol DD-HH(AR) 1611).

DA Form 5441-13-R _ _ (Prescribed in para 4k9 (This form is stocked and issued from

Evaluation of Privileges—Surgery. (Prescribed in paraeé)§ HQDA (SGPS-PSQ) 5109 Leesburg Pike, Falls Church, VA

22041-3258.)
DA Form 5441-14-R

Evaluation of Privileges—Nurse Anesthetists. (Prescribed in parasgection 11|

4-8(1).) Referenced Forms
DA Form 5441-15-R DA Form 71
Evaluation of Privileges—Nurse Midwives. (Prescribed in para oath of Office—Military Personnel.
4-8(1).)
DA Form 751 (Obsolete, see OF 271.)
DA Form 5441-16-R - ~ Telephone or Verbal Conversation. (Will be used until stock is
Evaluation of Privileges—Nurse Practitioners (Adult). (Prescribed in exhausted.)
para 4-8(1).)
DA Form 3881
DA Form 5441-17-R N ) Rights Warning Procedure/Waiver Certificate.
Evaluation of Privileges—OB/GYN Nurse Practitioner (Prescribed
in para 4-8(1).) DA Form 4692-R
Clinical Privileges Annual Evaluation. (This form is obsolete but, if
DA Form 5441-18-R o ) . ) previously completed, it will be kept for historical purposes in
Evaluation of Privileges—Physician Assistants. (Prescribed in parajngividual files.)
4-8(1).)

DA Form 4700

DA Form 5441-19-R o _ _ Medical Record—Supplemental Medical Data.
Evaluation of Privileges—Dietitian. (Prescribed in para e{ig)

OF 271

DA Form 5441-20-R , o Conversation Record. (DA Form 751 will be used until stock is
Evaluation of Privileges—Occupational Therapy. (Prescribed in paragxhausted.)
4-8(1).)
SF 509
DA Form 5441-21-R . . . Medical Record—Doctor's Progress Notes.
Evaluation of Privileges—Physical Therapy. (Prescribed in para
4-8(1).) SF 513

Medical Record—Consultation Sheet.
DA Form 5441-22-R

Evaluation of Privileges. (See the DA Form 5440-22-R entry and sg 600

para 4-8 for completion of this form.) (Prescribed in para &33.) Health Record—Chronological Record of Medical Care.
DA Form 5441-23-R SF 603
Evaluation of Privileges—Emergency Medicine. (Prescribed in para Heglth Record—Dental.
4-8(1).)
SF 603A
DA Form 5441-24-R Health Record—Dental Continuation.
Evaluation of Privileges—Aviation Medicine. (Prescribed in para
4-8(1).)
DA For.m 5441—25—R ) ] ) ) Appendix B
Evaluation of Privileges—General Medical Officer. (Prescribed in preselection Procedures for Nonmilitary Health Care
para 4-&1).) Personnel

DA Form 5441-26-1-R
Evaluation of Privileges—Troop Medical Clinic Physicians.
(Prescribed in para 4efl).)

B-1. General
a. Covered health care personnel and activiti€kis appendix
applies to servicing CPOs, procurement offices, and commanders or

DA Form 5441-26—2—-R directors of AMEDD activities. Its provisions cover personnel in the
Evaluation of Privileges—Troop Medical Clinic Dentists. following occupations and their equivalents in foreign national local
(Prescribed in para 4ef).) hire and contract positions: Medical Officer, GS-0602; Dentist,
GS-0680; Veterinarian, GS-0701; Nurse GS-0610; Podiatrist,
DA Form 5441-26-3-R GS-0660; Physician Assistant, GS—-0603; Clinical Psychologist,
Evaluation of Privileges—Troop Medical Clinic Physician GS-0180; Optometrist, GS—-0662; Physical Therapist, GS-0633; Oc-
Assistants. (Prescribed in para 4(49.) cupational Therapist, GS-0631; Social Worker, GS-0185; Dietitian,

GS-0630; Pharmacist, GS—0660; Speech Pathologist, GS—-0665;
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Psychologist, GS-0180; Audiologist, GS-0663; Medical Tech-(2) Determine if any of the applicant’s licenses or registrations
nologist, GS—0644; Emergency Medical Technician, GS-0699; Par-have been or are currently being challenged; whether the applicant
amedic, GS-0699; Licensed Practical Nurse, GS-0620; and Dentahas been involved in any adverse malpractice actions, and whether
Hygienist, GS-0682. he or she has experienced a loss of medical organization member-
b. Preselection verificationPreselection verification of educa- ship, clinical privileges, or membership at any other hospital.
tion, training, clinical experience, licensure, and certification or reg- (3) Verify Drug Enforcement Agency (DEA) status.
istration before appointment and/or placement into selected civil (4) Obtain and verify a history of clinical privileges performed,
service, consultant and expert, contracted, and foreign national locabs applicable.
hire positions is required. This includes any movement into posi- (5) Complete the selection process to include documentation of
tions or functions defined im above. For internal placement, a actions and return of the completed package to the CPO.
modified verification procedure may be accomplished as long as the (6) Record any verification by telephone communication between
cumulative result is comparable to the requirements defined hereinthe facility and HQDA (SGPS-PSQ) on the document itself and on
) official letterhead, which are signed and dated by the individual
B-2. Preselection tasks , _ making the call. These letters will be placed in section VI of the
a. For Civil Service, consultants and experts, and foreign national pcp.
local hires, the servicing CPO and employing AMEDD activity (7) Contact HQDA (SGPS-PSQ) perabove if the medical di-

perform data collection. _ ) _ ploma has been issued by a foreign medical school in a country that
b. For contracted services, the contracting office provides for has no diplomatic relations with the United States.

data collection (see para B-4).

c. The AMEDD activity commander or director ultimately per- B-4. Contracted services
forms the preselection validation or verification including resolution The contracting office will have accomplished the preselection veri-
of medical issues. Appointments to these AMEDD positions may fication (para B—th) and will provide adequate proof of it upon
only be made after receipt of the AMEDD commander or director's request by the AMEDD activity.
(or designee’s) written certification of the acceptability of the

candidate.
B-3. Procedures for civil service, consultant and expert, Appendix C ] ]
and foreign national local hires MTF Department of Nursing Quality Assurance

a. Candidate or applicantThe applicant will submit DA Form Program
4691-R, DA Form 5754-R (Malpractice and Privileges Question- .
naire), and at least two letters of reference. (DA Form 5754-R will C-1. Overview ) . i
be reproduced locally, head to head, o6 ®y 1l-inch paper; a The MTF nursing QAP provides for a planned, systematic, ongoing
copy for reproduction is located at the back of this regulation.) The Process to monitor, evaluate, and document the quality and ap-
reference letters will be mailed directly to the CPO staffing special- propriateness of nursing care and (_:Ilnlcal nursing practice; and to
ist from the author. The letters will be from the following, as identify and pursue opportunities to improve patient care and effect
appropriate: problem re_solu_tlor). Th_e nursing QAP applies to all nursing person-
(1) One from the chief of staff, hospital or clinic administrator, N€l Practicing in inpatient and ambulatory settings.
professional supervisor, or department chairperson of the applicant’sc_2 Goals

hospital. ; .

(2 Director or faculty membgr of the. applicant’s trgiir)ing pro- Thae. rI;lrjcrf/llrtllge g]épfr;vr:ilework for the development, implementation,
grargérlg the applicant has been in a training program within the pastanol evaluation of nursing QA processes.

y ' b. Include at least the following as goals at each MTF:

fon 1o evaluate.the applicants professional stancing, abiliies, and_ (1) Implementation and use of standards of nursing cate, practce,
character (for example, a peer or a president or secretary of the Ioca.jlggegeggg:iﬂze rtecgois;t:aebsl|S§v;irllgbﬁecceptable level of clinical care

professional society). Both peer and professional association or soci- (2) Development of a planned, systematic, ongoing mechanism

ety assessment (if a member) are mandatory if self-employed. for monitoring and evaluating clinical performance and the deliver
b. Servicing CPOA CPO official will— of patient cagre 9 P y

(1) Obtain certified copies of the following from the applicant (3) Development of a mechanism for corrective action, followup
(@) Qualifying education (transcript and diploma) and board certi- and reevaluation when opportunities to improve care and resolve

fication, as applicable. oblems are identified.

(b) Applicant’s license(s), registration, or certification, al (4) Integration of department of nursing QA objectives with the

applicable. MTE QAP
(c) Certifications of completed continuing education, as applica- ) - . L
ble, along with the category type. This information must cover 3 c. Include any additional goals as required by the MTF mission.

years, or from the time the applicant obtained the qualifying degree,c_3  procedures

if less than 3 years. ) ) _a. The chief, department of nursing, maintains the overall respon-
(d) For the non-United States and non-Canadian trained physi-gipility for an ongoing nursing QAP for the MTF.

cian, his or her ECFMG certificate. _ b. The chief, department of nursing, will appoint a QA nurse who
(2) Voucher medical facilities and institutions where the appli- ;|| coordinate, implement, and monitor the nursing QAP.

cant was educated and/or employed. c. All department of nursing personnel will implement the nurs-

(8(3) Hal;/e th)e applicant secure at least two letters of reference.ing QAP at their respective levels.
eea above.
(4) Collect, organize, and send all information and data to the C-4. Organization and structure

AMEDD facility action office. Each MTF will have a unit-based nursing QAP with central over-
c. AMEDD facility. A MEDDAC, MEDCEN, or DENTAC staff sight and direction provided by the chief, department of nursing,
member will— through a nursing QA committee (see para 2-2) and a QA nurse.

(1) Contact HQDA (SGPS-PSQ) (AUTOVON 289-0088; com-  a. The department of nursing QA committee, with the assistance
mercial (703)756-0088) for verification of education, training, licen- of the QA nurse, will—
sure, registration, or certification, as necessary. (1) Have representation from each nursing element to include:
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inpatient units, operating room, central materiel, infection control  (d) Alcohol, drug, or psychological impairment.

nursing, nursing education and staff development, anesthesia nurs- (e) Falsification of records.

ing, ambulatory nursing, community health nursing, occupational (f) Pleas of guilty or nolo contendere or conviction on criminal

health nursing, and any others as determined by the chief, departeharges.

ment of nursing, per the MTF QAP. (9) Resignation or discharge in lieu of court-martial. Instances of
(2) Facilitate and coordinate the uniform and systematic collec- (a) through(g) above will be reported upon discovery and initiation

tion, analysis, and use of information. of actions, in the same manner as described for practitioners in
(3) Report activities and information to the MTF QA committee paragraph 4-441). In case of a serious incident involving any of the

as indicated. above, a telephonic report should be made per paragrapii2%—9
b. Each nursing element will develop and implement a written and a QA investigation may be indicated.

QA plan that provides for the overall integration of its nursing QA c. Risk managemenft a minimum, the following nursing risk

activities into the department of nursing QAP. management issues will be addressed:

c. Nursing QA activities will be coordinated with other MTF (1) Elopement or against-medical-advice events.
organizational elements to resolve problems and improve care at the (2) Environmental safety.
most appropriate level. (3) High risk circumstance identification.

(4) Medical materiel.

d . . (5) Patient satisfaction.
The four major aspects of the nursing QAP are patient care assess- (6) Practice and procedure variances.

ment, competence, risk management, and utilization management. 7) Unusual occurrence report analysis

Integration of these elements within the program assures a compre- 4 yijization managementt a minimum, there will be a plan

hensive, broad-spectrum approach to identifying deficiencies anOIthat provides for appropriate identification, allocation, and ongoing

opportunities for Improvement In nursing care. . evaluation of personnel, financial, and equipment resources. Re-
a. Papent care asses§meﬁh|s process evaluates the quality and sources aspects of the workload management system for nurses,

appropriateness of patient care, derived from standards of careyqcation expenditures, and nonstandard equipment items are exam-

standards of practice, and other data sources. : . . .
’ X ples of appropriate issues to be examined. At least the following
(1) Standards of careThe following standards of care are the continuity of care issues will also be addressed:

minimum standards for every patient. Additional standards may be (1) Discharge planning
developed at the unit level. (2) Patient education )
a) Patient safetyAll patients will be free from harm related to . '
nu(rs%ng practice 03/ proF::edure variance. (3) Nursing care effects on length of stay.

C-5. Components

(b) Patient educationAll patients and significant others will c_g. Reporting requirements and mechanisms
receive education to enable them to restore, maintain, or promote 5. pertinent information from unit-based nursing QA activities
health or function. will be documented and forwarded to the department of nursing QA
(¢) The nursing procesall patients will have an individualized  committee through channels established by the department of nurs-
nursing plan of care, to include discharge planning. ing QA plan.

(2) Standards of practiceRegistered nurses are responsible for  p_|nformation from the department of nursing QA committee
adherence to standards of practice as outlined in DA Pam 40-5 andyjill be disseminated throughout the department of nursing per pro-
as appropriate, professional and/or specialty nursing organizationcedures prescribed by the chief, department of nursing.
standards. ] c. Information from the department of nursing QA committee

(3) Monitoring and evaluationThe process described in para- will be reported by minutes to the MTF QA committee as per
graph 3-2 will be followed in patient care assessment. Results of theyaragraph 2—2 and the MTF QAP.

department's monitoring and evaluation activities will be communi- * 4. Conclusions; recommendations; action: evaluation (CRAE)

cated according to requirements outlined in paragraph C-6. format will be used in reporting all nursing QA activities and identi-
b. Competence. fied opportunities to improve patient care:
(1) Licensure. . o . (1) Conclusions.
(a) All registered nurses will maintain a valid, current profes-  (2) Recommendations.

sional license with a stated expiration date. (3) Actions taken.
(b) All licensed practical or vocational nurses will maintain a  (4) Evaluation and/or followup.

valid current license with a stated expiration date. _ e. Medical confidentiality for all patients will be protected as
(c) There will be a method for verification and ongoing monitor- fylly as possible in all QA documentation.

ing of current licensure. o f. Reports will be maintained at the MTF as prescribed in para-
(2) Performance standardShe clinical performance of all cate-  graph 2-2.

gories of nursing personnel practicing with the AMEDD will be . A copy of all nursing QA forms will be sent to the respective

evaluated based upon written job descriptions and standards of pefmajor MEDCOM QA nurse consultant who will maintain a library

formance. The standards of performance will be criteria-based andyf these forms for reference and future standardization purposes.
periodically evaluated.

(3) Knowledge and skills verificatioMechanisms will be estab- ~ C—7. Evaluation of the MTF nursing QAP
lished to validate competency of all nursing personnel in the per- a. The evaluation of nursing QA activities is intended to deter-
formance of nursing activities and tasks. mine the effectiveness of the unit-based departmental program. The
(4) Clinical privileges. Nursing personnel functioning as non- scope, objectives, organization, and effectiveness of the department
physician HCPs will be granted clinical privileges in accordance QA plan will be evaluated at least annually and revised as
with chapter 4. necessary.
(5) Reporting. Professional nurses and licensed practical nurses b. Evaluation of the nursing QAP by the chief, department of
to whom any of the following apply will be reported through the nursing, and the department of nursing QA committee will
next higher headquarters to HQDA (SGPS-PSQ), 5109 Leesburgnclude—
Pike, Falls Church, VA 22041-3258. Licensing agencies will be (1) Comparison of the written plan with the nursing QA activities

notified by SGPS-PSQ as appropriate. that were performed.
(a) Incompetent practice. (2) Determination of the effectiveness of the monitoring and
(b) Verbal or physical abuse of patient. evaluation process leading to problem resolution and improved pa-
(c) Violation of confidentiality. tient care.
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(3) Determination that nursing QA information was communi-
cated accurately and to the appropriate persons, groups,
committees.

C-8. Nursing QAP references

The department of nursing QAP is based on the following

references:

a. AR 40-1.

b. AR 40-5.

c. AR 40-6.

d. AR 40-48.

e. AR 40-61.

f. AR 40-66.

g. AR 40-407.

h. DA Pam 40-5.

i. Accreditation Manual for Hospitals (JCAHO).

j- Drug and Alcohol Facilities Manual (JCAHO).

k. Psychiatric Services Manual (JCAHO).

I. Monitoring and Evaluation of Nursing Services (JCAHO).

m. Ambulatory Care Manual (JCAHO).

n. Hospital Accreditation Program Scoring Guidelines: Nursing
Services, Infection Control, Special Care Units (JCAHO).

Appendix D
Nutrition Care Division or Directorate

D-1. Policy
a. Army nutrition care programs will be administered by a quali-
fied staff of registered military or civilian dietitians. QA monitoring,

data collection, trend analysis, problem solving, and QA in educa-

tional programs are the responsibility of the entire chain of com-
mand within the Nutrition Care Division (NCD).
b. The chief, NCD, will establish the QA program to assure

excellence in nutritional care. This program will encompass, but not

(NCOIC), and the division QA officer. In an MTF supported by a
aold dietitian, the committee will consist of the dietitian and senior
noncommissioned officers or senior civilian staff from the produc-
tion and service and clinical dietetics functions.

c. Performance standards.

(1) Division QA performance standards for monitoring criteria
will be established by the division QA committee.

(2) Any aspect of nutrition care services that does not meet
established criteria standards will be assigned to the action officer
responsible for that service until substandard performance meets the
established criteria standards. Problems so defined will be recorded
on the division problem solving record during resolution and
reevaluation.

(3) Data collected and problem resolution will be discussed at
regular division QA meetings.

(4) Data collected will be used in the evaluation of personnel.

d. Patient care evaluatiorSBOPs and indicators, with established
criteria, will be used in the following:

(1) Peer review of nutrition care information in the patient's
medical record. Dietitians who have successfully completed a die-
tetic internship, but who have not yet passed registration examina-
tions, will sign patient record entries with their names and the title
graduate dietitian (GD). In sole dietitian MTFs, the medical record
review may be accomplished as a peer review during regional QA
visits by the regional MEDCEN'’s QA officer.

(2) Evaluation of the thoroughness of nutrition instruction for
inpatients, ambulatory care personnel, and the military community.

(3) Assessment of food quality and accuracy in the delivery of
prescribed diets to patients.

e. Credentials and privileging process.

(1) Credentials review includes validation of education, training,
current registration, and current competency.

(2) DA Forms 5440-19-R and 5441-19-R will be completed for

be limited to, the use of established monitors and standing operatingnhe privileged dietitian at least every 2 years (except ARNG and

procedures (SOPs).

c. The quality and appropriateness of patient care services pro-
vided will be monitored and evaluated on an ongoing basis (para,

3-2).
d. The QA activities will be coordinated with the MTF QAP.
e. Individual clinical privileges will be delineated for all regis-
tered dietitians given the authority and responsibility for making

independent decisions to initiate or alter a regimen of treatment.

Where full performance of a civilian dietitian’s role requires the
dietitian to be individually privileged, privileging is a condition of
employment.

f. Findings from division or directorate QA activities will be
integrated into the unit inservice training schedule.

g. When performing patient care activities, students and other
trainees will receive direct supervision.

h. Dietetic intern documentation in patient charts will be co-
signed by a registered dietitian.

D-2. Procedure

a. Division QA officerThe division QA officer will be an Army
Medical Specialist Corps commissioned officer appointed by the
chief of the NCD. In an MTF supported by a sole dietitian, he or
she will be the QA officer. Duties of the QA officer include at least
the following:

(1) Maintaining liaison with the MTF QA committee.

(2) Analyzing and distributing QA performance data within the
nutrition care division.

(3) Planning the division QA meetings.

(4) Preparing division QA committee agendas,
minutes.

b. Division QA committeeThe division QA committee will con-
sist of the chief, nutrition care; chief, clinical dietetics; chief, pro-
duction and service; the division nhoncommission officer in charge
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USAR). (See also para 4-8.)

(3) Documentation of specialized training and/or AOC designa-
tion in clinical dietetics must be obtained by dietitians before they
will be granted the following clinical privileges:

(a) Prescribing vitamins, therapeutic nutritional supplements, or
diets other than weight control and modifications in consistency.

(b) Ordering laboratory tests.

f. Infection control.

(1) The NCD will have SOPs addressing infection control in
patient care areas and in food production and service (TB MED
530).

(2) Infection control procedures as defined by AR 40-5 and pro-
cedures approved by the MTF infection control officer will be
incorporated into division training programs and division operations.

(3) Documented review and approval of the division infection
control procedures will be done annually by the MTF infection
control committee or infection control officer.

g. Records.

(1) Within HSC, QA findings including summaries of actions
taken will be forwarded annually to Commander, U.S. Army Health
Services Command: ATTN: HSCL-S, Fort Sam Houston, TX
78234-6000. Seventh MEDCOM and 18th MEDCOM dietetic staff
officers will forward their QA findings on an annual basis to Chief,
Dietitian Section, HQDA (DASG-DBD) 5109 Leesburg Pike, Falls
Church, VA 22041-3258.

reports, and?) QA data trend analysis, identified problems and actions, evi-

dence of resolution, and recommendations will be given to the MTF
QA committee on a semiannual basis per table 2-1. A record of
these data will be simultaneously forwarded to the appropriate head-
quarters dietetic staff officer or consultant.

47



(3) Additional QA data requested by the MTF QA committee each privileged occupational therapist at least every 2 years (except
will be forwarded by the division QA officer. ARNG and USAR). See also paragraph &-shd e.

d. Utilization management.

(1) Ongoing utilization management monitors will be developed
for implementation by designated QACs of OT sections.

Appendix E 2) Monitors include physician review of treatment program
Occupational Therapy and Physical Therapy prc(,tgcms, Py Pros
Activities (3) Specific indicators monitored include— _

E_1. Policy (a) Timeliness and appropriateness of OT services.

(b) Service delivery policies.

(c) Time from receipt of consultation to service initiation.

(d) Lack of referrals.

e. Risk managementhe section chief will appoint an officer to
serve as the section risk manager. The section risk manager will be
responsible for developing generic screens for monitoring the pro-

utz)allit-rheatcizir?tf ccgreo-(r eiigdsap)l— will establish the QAP to assure gram, and coordinating RM activities with the MEDDAC or MED-
quality p p CEN risk manager.

c. The quality and appropriateness of patient care services pro- f Infection control
vided will be monitored and evaluated on an ongoing basis, using ('1) Local MEDDAC or MEDCEN infection control SOPs pro-
establlshgd. monitors ano! generic screens (para .3_2)' . vide the policy guidance for infection control.

.d' MU|t'd'SC'p|.'n.ary aUd.'tS are encourage_d, that |$,_comb|ned au- (2) Each OT section will have an internal infection control policy
dits with supervising services such as physical medicine and rehabilygjineated in written clinic SOPs approved by the MEDDAC or
itation where appropriate, psychiatry, and orthopedics, or with other\\EpcEN infection control committee.
professionals associated with patient treatment. , (3) An appointed infection control officer will develop generic

e. The QA activities will be coordinated with the MTF's QAP.  gqreens to monitor the internal infection control program. This offi-

f. In no instance will clinical privileges be granted when the cor s also responsible for reviewing and updating section SOPs to

a. The Army MTF occupational therapy (OT) and physical ther-
apy (PT) programs will be provided by a qualified staff of certified
occupational therapists and licensed physical therapists. Civilian em-
ployees will meet and maintain requirements established by the
OPM and DOD.

therapist is unqualified by education, training, or experience. assure compliance with the broader MEDDAC or MEDCEN infec-
g. Inservice training should address findings from the Q#ion control SOPs.

activities.
h. Whenever performing patient care activities, students and otherE-3. PT procedures

trainees will receive direct supervision on a daily basis. a. Section QA coordinatorThe chief of the PT section or ap-

pointed section QAC will monitor the PT QA activities. Duties

E-2. OT procedures include at least—
a. Section QA coordinatoithe section chief or appointed section (1) Maintaining liaison with the MTF QA committee.

QAC will monitor the OT QA activities. Duties include at least— (2) Developing monitors and generic screens.
(1) Maintaining liaison with the MTF committee. (3) Analyzing and distributing QA data within the PT section as
(2) Updating monitors and developing generic screens. appropriate.
(3) Analyzing and distributing QA data within the OT section as  (4) Preparing PT QA reports.

appropriate. (5) Evaluating the section QA program on an ongoing basis.
(4) Preparing OT QA reports. (6) Conducting RM per paragraph 3-5 and infection control in
(5) Evaluating the section QAP on an ongoing basis ardgcordance with policy as stated in AR 40-5.

documenting the evaluation at least annually. b. Model QAP.(See the Physical Therapy Quality Assurance
(6) Following guidance contained in the Occupational Therapy Handbook.) This program must include the following:

Quality Assurance Handbook. (1) Function. The broad aspect of care that describes a process
b. Patient care evaluation. by which physical therapy services are delivered. All functions en-

(1) Patient care evaluation will consist of ongoing, concurrent compass the scope of physical therapy practice.
audits of the quality and appropriateness of patient care and health (2) Indicators.Specific components of care used to evaluate serv-
promotion interventions. ices rendered (yardstick of care).

(2) SOPs and protocois approved by the Supervising physician (3) Monitors. Methods by which criteria are measured and indi-
will be reviewed and updated annually by the section chief or the cators are assessed (a trend locator). o
section QAC to reflect patient care service delivery advancements (4) Criteria. Measurable standards to evaluate the indicators

and program modifications. (inches on the yardstick). _ _ N

(3) Indicators that are monitored on an ongoing basis include the (5) Data sourcesBodies of information that are critically re-
following: viewed against criteria.

(a) Appropriateness of audit screen. (6) Problems.Problems found must be followed up by an indica-

tion of corrective action.

c. Credentials review and privileging process.

(1) Credentials review includes validation of graduation from an
accredited PT school, current licensure, specialty training, and cur-
rent competence.

(2) Physical therapists granted clinical privileges include at least
se performing NMSEs, electroneuromyography, inhibitive cast-

(b) Presence of audit screen identification entries.

(c) Audit screen evaluation criteria.

(d) Capacity of the audit screen to cross-reference records.
(e) Documentation of program review.

c. Credentials review and privileging process.

(1) Credentials review includes validation of graduation from an

2§r(i1reedtgﬁge school, current certification, specialty training, ai?fg, and early intervention in the care of infants at high risk of death
(25) Occu.ational therapists granted clinical privileges include disability (neonatal intensive care),
P P 9 P 9 3) Any physical therapist with appropriate qualifications may be

those performing primary upper extremity neuromusculoskeletat -
evaluations (NMSEs). Physician review will be per AR 40-48. (E;the”f%i(tjiebsy the MEDDAC or MEDCEN commander to perform

(3) An occupational therapist with additional education and/or (4) After 1 Jul T . o -
\>) i S y 1989, individuals not licensed or awaiting notifi-
training when qualified may be privileged by the MEDDAC or cation of licensure will have all medical record entries counter-

MEDCEN commander. _ signed by a licensed therapist.
(4) DA Forms 5440-20-R and 5441-20-R will be completed for (5) pA'Forms 5440-21-R and 5441-21-R will be completed for
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each privileged physical therapist at least every 2 years (except
ARNG and USAR). See also paragraph &-shd e.

E-4. Records

a. QA data trend analysis, identified problems and actions, evi-
dence of resolution, and recommendations will be given to the MTF
QA committee quarterly per table 2-1.

b. Within HSC, QA findings including actions taken will be
forwarded annually to Commander, U.S. Army Health Services
Command, ATTN: HSCL-S, Fort Sam Houston, TX 78234—-6000.

c. The Seventh MEDCOM and 18th MEDCOM PT and OT Ac-
tivities will forward their QA findings on an annual basis to the
respective chief, HQDA (DASG-DB), 5109 Leesburg Pike, Falls
Church, VA 22041-3258.
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Glossary

Section |
Abbreviations

AA
Alcoholics Anonymous

AC
Active Component

ACLS
advanced cardiac life support

ADA
American Dental Association

ADAPCP

CccC
community counseling center

Ccu
coronary care unit

CDC
Centers for Disease Control

CE
continuing education

CEEP
Capital Expense Equipment Program

CJA
claims judge advocate

Alcohol and Drug Abuse Prevention ai@PNUS

Control Program

ADSW
active duty for special work

ADT
active duty for training

AFIP
Armed Forces Institute of Pathology

AG
adjutant general

AGR
Active Guard Reserve

AMEDD
Army Medical Department

AOC
area of concentration (formerly SSI)

AQCESS

continental United States

CPO
civilian personnel office

CRAE

ER
emergency room

FLEX
Federation Licensing Examination

FN
file number

FOIA
Freedom of Information Act

FORSCOM
Forces Command

FPM
Federal Personnel Manual

GCMCA
general courts-martial convening authority

GD
graduate dietitian

GHPE
Graduate Health Professions Education

conclusions; recommendations; action; evalu-

ation (format)

DA
Department of the Army

DC
Dental Corps

DCCS

deputy commander for clinical services

DEA
Drug Enforcement Agency

DENTAC
dental activity

Automated Quality of Care Evaluation SupDHS

port System

director of health services

HCP
health care provider

Hdbk
handbook

HQ

headquarters

HQDA
Headquarters, Department of the Army

HREC
health record

HSC
U.S. Army Health Services Command

ICU
intensive care unit

IDA
initial denial authority

IDT
inactive duty training

IMA
individual mobilization augmentee

IRR
Individual Ready Reserve

ITR
inpatient treatment record

AHO

JC
Educational Commission for FOI'eign Medicaboint Commission on Accreditation of

ARCOM DMIS
Army Reserve Command Defense Medical Information System
ARNG D.O.
Army National Guard Doctor of Osteopathy
ARPERCEN DOD
Army Reserve Personnel Center Department of Defense
ASD(HA) DRG
Assistant Secretary of Defense (Heatliagnosis-related group
Affairs)

DTF
AT dental treatment facility
annual training

ECFMG
ATLS
advanced trauma life support Graduates
BCLS ECG

basic cardiac life support

CA
Cocaine Anonymous

50

electrocardiogram

EMS
emergency medical services
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Healthcare Organizations (formerly JCAH)

MACOM
major Army command

MC
Medical Corps



M.D.
Doctor of Medicine (medical doctor)

MEB
medical evaluation board

MEDCASE
medical care support equipment

MEDCEN
medical center

MEDCOM
medical command

MEDDAC
Medical Department activity (Army)

MFR
memorandum for record

MPRJ
Military Personnel Records Jacket

MRI
magnetic resonance imaging

MTF
medical treatment facility

NA
Narcotics Anonymous

NCD
nutrition care division or directorate

NCLEX

OTR

outpatient treatment record
PAD

patient administration division
PAF

provider activity file

PBAC

program budget advisory committee
PCE

potential compensable event
PCF

practitioner credentials file
PCS

permanent change of station
PT

physical therapy

QA

quality assurance

QAC
quality assurance coordinator

QAP
Quality Assurance Program

RC
Reserve Component

RM
risk management

National Council for Licensure Examinations

NCOIC
noncommissioned officer in charge

NMSE
neuromusculoskeletal evaluation

NPRC
National Personnel Records Center

OB/GYN
obstetrics and gynecology

OER
Officer Evaluation Report

oJT
on-the-job training

OPM
Office of Personnel Management

OSHA

RTF
residential treatment facility

Sl
skill identifier (formerly ASI)

SOP
standing operating procedure

SSN
social security number

TAB
therapeutics agents board

TCF
training credentials file

TDY
temporary duty

TOE
table(s) of organization and equipment

Occupational Safety and Healtfpy

Administration

oT
occupational therapy

OTJAG
Office of The Judge Advocate General

troop program unit

TSG
The Surgeon General

UCMJ
Uniform Code of Military Justice
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USAR
U.S. Army Reserve

USARCS
U.S. Army Claims Service

Section |
Terms

Alcohol and Drug Abuse Prevention and
Control Program (ADAPCP)

The Army’s official program for prevention,
identification, treatment, and management of
personnel with alcohol-and-drug problems.

Alcohol abuse

The non-dependent use of alcohol to an ex-
tent that it has an adverse effect on the user’s
health or behavior, family, community, or
DOD.

Alcohol dependence or alcoholism
Psychological and/or physiological reliance
on alcohol as defined by the current Diagnos-
tic and Statistical Manual III.

Appropriate

The determination that the service being pro-
vided is suited for the condition that is pres-

ent; suitable for a particular person,
condition, occasion, and/or place.

Appropriateness

The extent to which a particular procedure,
treatment, test, or service is effective, is
clearly indicated, is not excessive, is ade-
quate in quantity, and is provided in inpa-
tient, outpatient, home, or other settings best
suited to the patient's need.

Appropriateness criteria

Criteria which represent the clinical circum-
stances that support a decision to perform a
diagnostic, therapeutic, or surgical procedure.

Clinical competence
Personal and technical skills that lead to ef-
fective intervention in illness or injury.

Clinical consultant

The medical officer, who has an interest in

and knowledge of alcohol and other drug
abuse, appointed by the MTF commander to

provide consultation and medical support to

the CCC.

Community counseling center

The local installation element of the
ADAPCP that provides outpatient counsel-
ing, education, and command consultation
and liaison.

Complication

Any event, whether iatrogenic or spontane-
ous, either of omission or commission, that
represents a significant deviation from the
expected process or outcome of a particular
medical or dental treatment.
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Continuing education of patients, that entail a high degree of risland transferred out of the attending practi-
Formal post-degree or post-certificate trainfor patients, or that tend to produce problemsoner (excluding administrative transfers
ing exclusive of educational programs in spefor patients. Such activities are deemed imwhen the patient was not admitted for treat-
cialty areas; courses of study that refrestportant for the purpose of monitoring andment). This includes inpatient deaths, but ex-

update and enhance knowledge, skills, anglvaluation. cludes patients for whom only records
experience of professional personnel. responsibility is assumed.

Incident (adverse event) b. Number of patient “deaths (failed crite-
Continuity of care Any unintended or unexpected negative resutta)” identifies deaths which may have been
The process for providing the ongoing approthat arises during patient care. contributed to by practitioner failure, delay,
priate level of care as the patient moves or inappropriate diagnosis or treatment.
through the health care continuum. Indicator ¢. Number of patients with “normal tissue

A defined, measurable dimension (variableffailed criteria)” identifies surgical cases with
Credentials of the quality or appropriateness of an impornormal tissue found unacceptable by surgical

The documents which constitute evidence agint aspect of care. Indicators specify the paases review function.
training, licensure, experience, and expertisgent care activities, events, occurrences, or d. Number of medical record “deficien-

of a practitioner. outcomes that are to be monitored and evalgies” is determined by the medical record
ated in order to determine whether those ageview function. (See para 4-d8)(b).)
Drug abuse ) ] pects of patient care conform to currene. Number of medical record “delinquen-
The use or possession of illegal drugs or thg:ceptable standards of practice. cies” identifies documented instances of a
nonmedical use of prescription or over-the- practitioner’s failure to complete records
counter drugs. License within prescribed time limits—in no instance
A grant of permission by an official agencylonger than 30 days from patient discharge
Drug dependence of a State, the District of Columbia, or afor total record completion.

PSyChOIOgical a}nd/or physiological re”ar@Smmonweanh, territory, or possession of. Number of “transfusion variations”

on a psychoactive drug as defined by thge ynited States to provide health care inidentifies instances of inappropriate blood use

current DlagnOStIC and StatIStlcal Manual I”'dependently in a Specified discipline in thaas determined by transfusion review or Other

jurisdiction. It includes, in the case of sucHQA review function.

care furnished in a foreign country by any 9. Number of “drug use variations” iden-
erson who is not a national of the Unitedifies instances of inappropriate drug use as
tates, a grant of permission by an officiafletermined by pharmacy and therapeutic re-
agency of that foreign country for that persoryiew function or other QA review.

to provide health care independently in &- Number of “validated complaints” iden-
rspecified discipline. tifies practitioner-directed patient complaints

o T reviewed and found justified.
hgalth or den_tal care, it is maXImlzmg-theMalpractice i Number of “validated occurrences”
un!:s ?f effective careddellvered for a given,~ o liction of professional duty or failure identifies occurrences which have been attrib-
unit of resources used. of professional skill or learning that results inuted to a practitioner’s act of commission or
Evaluation death, injury, loss, or damage to the patienfmission.

Analysis of collected, compiled, and organ- onitoring Patient care evaluation

ized data pertaining to important aspects . . . i
care Datapare comgpared vf/)ith predetlzrmine he systematic and ongoing collection, com? Process, performed either concurrently or
clini(;all valid criteria; variations from crite pilation, and organization of data pertainind’etrqspectlveIy, which oosesy i depth the
4 y , Varle nCrte- ; .+~ quality and/or nature of the utilization of an
ria are judged to be justified or unjustified;'® Indicators for the quality and appropriate ect of health or dental care services. This
and problems or opportunities to improU@SS of important aspects of care in order th3gP€C lished by ob . : d
care are identified problems or opportunities to improve c4téen Is accomplished by observation or med-

. can be identified. ical record audit. Corrective action is taken
where indicated and a subsequent analysis

Review that concentrates on a perceifigjional Practitioner Data Bank (fOILQWUp) t!S made of the effect of the cor-
problem area that may be a specific diagno-[_h? organization developed according to prd®€ctive action.

sis, procedure, practitioner(s), patient(s), ofisions of Public Law 99-660 (The Health,

other limited scope topic; done in place of &ar¢ Quality Improvement Act of 1986). person having similar training and experi-

more comprehensive review or as a prelimi-, . ithi i
p p Nursing plan of care ence within the same profession and to whom

Effectiveness

The degree to which action(s) achieve th
intended health or dental result under norm
or usual circumstances.

Efficiency
Optimal allocation of goods or services.

Focused review

nary to it. _ ] _ . . X
y Any written documentation of the nurs”ﬁ:&mparatlve reference is being made.
Health care personnel process as it applies to an individual patieni3eer review
Personnel involved in the delivery of health_ An incident having the potential to lead to a
care. Obligated status I _claim against the government.
Active duty service obligation(s) resulting
Health care provider from entry into the Army, participation in the pgiential compensable incident

Providers of direct patient care services. Various subsidized accession programs (fofn incident where a breach of the standard
example, Health Professions Scholarship Pres care has occurred with resulting injury.

Impaired health care provider gram, Uniformed Services University of the

An HCP whose clinical practice, or supervi-Health Sciences, Reserve Officers’ Trainingeractice or procedure variance

sion thereof, is adversely affected (or has th€orps), or from participation in inservice orAny deviation from the accepted standards of

potential of being adversely affected) by alservice sponsored professional education preare, practice or performance.

cohol or drug abuse or dependence, or hyrams that include an active duty obligation.

medical or psychiatric problems. Practitioner
PAF criteria definitions Military or civilian HCPs given privileges
Important aspects of care a. Number of patients “discharged” iden-(privileged) to diagnose, initiate, alter, or ter-

Clinical activities that involve a high volumetifies the total number by patients dischargedinate health care treatment regimens. This
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definition includes physicians, dentists, nurs&he following three levels of supervision are
practitioners, nurse anesthetists, nurse mighertinent to clinical privileges:

wives, podiatrists, optometrists, clinical so- a. Direct. The visual review of the provi-
cial workers, clinical psychologists, awstbn of services to a patient(s) while those
physician assistants. When given individuaservices are being provided during the major
clinical privileges, personnel from the follow- portion of the care. (The supervisor is actu-
ing professionals may also be included: Phy®lly there and sees what is going on.)

ical therapists, occupational therapistsp. Indirect.May include a requirement
audiologists, clinical dietitions, clinical phar-that a physician or dentist is immediately

macists, and speech pathologists. available either by telephone or by actual
presence. It may also include countersigna-
Privileging ture or authentication of medical record en-

The processing through credentials commifieS or reports or of orders prescribed by
tee channels of those individuals given th@nother, for example, residents. .
authority and responsibility for making inde-_C: Verbal.Involves the supervising officer
pendent decisions to diagnose, initiate, altef? the decision-making process prior to im-
or terminate a regimen of medical or dentar‘?lemem'ng or changing a regimen of care.

care. Thresholds
it Thresholds are preestablished levels or points
Quality which, when reached, will trigger intensive

The degree of adherence to generally recogyaiuation.

nized contemporary standards of good prac-

tice and the achievement of anticipatgfllization management

outcome for a particular service, procedurethe planning, organization, directing, and

diagnosis, or clinical problem. controlling of medical or dental services in a
_ cost-effective manner while maintaining ac-
Quality assurance ceptable standards.

A formally organized sequence of activities

which combines assessment of the existingerified credentials

situations, judgments about necess&gcuments for which confirmation of authen-
changes, development of plans to effect suditity has been obtained from the primary
changes, implementation of these plans, argpurce.

reassessment to determine that the desired

changes have taken place. Section I o
Special Abbreviations and Terms
Residential treatment facility There are no special terms.

The inpatient rehabilitation element of the
ADAPCP which provides an intensive 6-
week structured treatment program for eligi-
ble personnel in designated Army MTFs.

Standards

Professionally developed expressions of the
range of acceptable variation in quality of
care, generally with respect to specific
services.

Standard of care

Identified levels of care that focus on the
recipient of care and serve as clinical guide-
lines for the delivery of safe patient care and
patient response to that care within a variety
of clinical situations.

Standard of performance

Expected level of performance based on edu-
cation, level of experience, and criteria of
current position requirements.

Standard of practice

Identified levels of care that focus on health
care personnel and serve as guidelines to as-
sess their competence, experience, and
education.

Supervision

The process of reviewing, observing, and ac-
cepting responsibility for assigned personnel.

AR 40-68 « 20 December 1989
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INITIAL APPLICATION FOR CLINICAL PRIVILEGES

For use of this form, see AR 40-68; the proponent agency is OTSG

DATA REQUIRED BY THE PRIVACY ACT OF 1974

Title 5, United States Code (USC), Sactions 301; Title 44, USC, Section 3101; and Title 10, USC, Section 1071.
To dafine the extent and limits of the practitionar's clinical privilages as a function of his or her training and experience.
s clinical peactice. A copy of this form will be retained in your credentials file.

Authority:
Principal Purpose:
Routine Uses: Determine and assess capability of practitiones’
information may be provided to certain civilian
Authorities, and other appropriate professional regulating bodies.
Disclosure:

or termination of your clinical privileges.

haospitals, the Federation of State Medical Boards of the U.S., State Licensure
Disclosure of information requested is voluntary. However, failure 10 provide the required information may result in the limitation

SECTION A - IDENTIFICATION

1. NAME (Last, firsi, midde) 2. SOCIAL SECURITY NO. (SSN) 3. GRADE
4. CORPS 5.  DATE OF ASSIGNMENT (Day, Mo., ¥r.) 8.  ASSIGNMENT LOCATION
SECTION B - PROFESSIONAL EDUCATION
9. YRS. ATTENDED 11. DEGREE
7. NAME OF PROFESSIONAL SCHOOL 8. LOCATION 10. TYPE GOM'::‘ETE,D
FROM TO DEGREE (Day, Mo., Yr)
SECTION C - POSTGRADUATE TRAINING
16. DATE
12.  NAME OF HOSPITAL OR 13.  LOCATION 14. TYPE PROGRAM 15. DURATION COMPLETED
INSTITUTION (Residency, stc.) (Day, Mo., Yr.)

SECTION D - PREVIOUS HOSPITAL ASSIGNMENTS

17.  NAME OF HOSPITAL

18.

LOCATION

19.  CLINICAL

SERV!CE:?EE;T

20. INCLUSIVE DATES (Day, Mo., Yr.)

ASSIG FROM

TO

SECTION E - CERTIFICATION/PROFESSIONAL SOCIETY MEMBERSHIP

21. BOARD ELIGIBLE

22a. BOARD EXAM
FROM (Date) TAKEN

(Date)

22b. CHECK

O tos

[ Partial

24

23. BOARD CERTIFIED? (¥ yes, give name of
Board(s).

O Yes [] No

MEMBERSHIP IN SPECIALTY SOCIETIES (Specify)

SECTION F - CREDENTIALS ACTION HISTORY (if “Yes" to any of the foliowing, give full details on a separte sheet .)

25. Has your license 1o practice medicine in any YES | NO o o YES | NO
jurisdiction ever been limited, suspended, 28. Have r privileges at any institution aver been
revoked, or voluntarily surrendered? limited, restricted or revoked?
26. Have you ever been refused membership in a 29. Has your narcotics registration ever been
hospital medical staff? suspended or revokg
27. Has your request for any specific clinical 30. Have you ever been denied membership or
ever

been denied or granted with
stated limitations?

renewal thereof, or been subject to disciplinary
action in any medical organization?

DA FORM 4691-R, JUL 89

DA FORM 4691-R, DEC 84 IS OBSOLETE
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SECTION G - CLINICAL PRIVILEGES APPLIED FOR

3.

LIST THE APPROPRIATE DA FORM 5440-R-SERIES AND ATTACH TO THIS FORM.

32a.

DEA NO. (i any)

32b. DATE

33a. STATE LICENSURE® any)

33b. DATE

33c. EXPIRATION DATE

The information contained herein is true to
the best of my knowledge and belief.

34a. SIGNATURE OF APPLICANT

34b. DATE

35. Recommendations
TO b. CUINICAL PRIVILEGES
o PROVISIONAL [0 Granted as Requested. [0 Moditied (Specify in Hem 35c.)
STATUS

c.  MODIFICATIONS
36. Reviewed By d.  CREDENTIALS COMMITTEE (Signature) E. DATE
8. DEPARTMENT/SERVICE b. DATE

37. Approved By
c. SIGNATURE a. HOSPITALDENTAC COMMANDER (Signature) b. DATE
38. Appointment Status
a.  CLINICAL PRVILEGES

[ Granted as Requested. [ w™oaitied (Specity in item 38b.)

b. MODIFICATIONS
39. Reviewed By d. CREDENTIALS COMMITTEE (Signature) e. DATE
8. DEPARTMENT/SERVICE b. DATE

40. Approved By
¢ SIGNATURE 8. HOSPITALDENTAC COMMANDER (Signature) b. DATE

REVERSE, DA FORM 4691-R, JUL 89
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PERFORMANCE ASSESSMENT P —
For use of this form, see AR 40-68; the proponent agency is OTSG

AREAS OF ASSESSyMbE'N’I", s%l;oﬁ’l: éleep P ";?nl: nﬂgx. bglualllylng statements lﬁ%‘%ﬁv 6000 EXCEL:
1. Basic clinical knowledge displayed.
2. Cilinical judgment.
3. Clinical performance.

a. ~ Outpatient.

b. Inpatient.

c.  Operating room.
4. Communication skills.
5. Rapport with patients.
6. Relationship with colleagues.
7. Cooperation with hospital/clinic personnel.
8. Appearance.
9. Emotional stability.
10. Apparent physical health.
11. Professional conduct.
12. Ethical conduct.
13. Leadership capability.
14. Quality and timeliness of medical/dental record documentation.
15. Parlicipation/attendance at staff committee meetings and professional activities.
16.  COMMENTS (Unsatisfactory areas should be addressed.)
17a. NAME OF ASSESSED INDIVIDUAL 17b. GRADE [ 19. SPECIALTY/DUTY ASSIGNMENT
17c. TME
18a. TYPED NAME OF SUPERVISOR 18b. GRADE [ 20. MEDICAUDENTAL TREATMENT FACILITY (Name and Address)
18¢c. TITLE
18d. SIGNATURE

DA FORM 5374-R, JUL 89

DA FORM 5374-R, DEGC 84 IS OBSOLETE
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‘DELINEATION OF PRIVILEGES - ANESTHESIA

For use of this form, see AR 40-68; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attached to this Form)

REQUESTED BY DATE

PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Assignmaent of clinical privileges in anesthesiology will be based on education, APPROVED APPROVED APPROVED
clinical training, demonstrated skills, and capacity to manage procedurally- WITH%UT “EQS'RFS MSD'T,::. AppN,%TVED
related complications. LIMITATION SUPRV. CATIONS

Category I. Local infiltration anesthesia, topical application, and minor nerve
blocks in ASA Risk Class 1 and 2 patients.

egory Il. Cal

Cat tegory | - Specific anesthesia procedures under specified
conditions in ASA Risk Classes 1, 2, and 3.

Category IIl.* Categories | and Il and ASA Risk Classes 1, 2, 3, 4, 5.
Individuals who by training and experience (Diplomate of the American Board
of Anesthesiology or possess training equivalent to that required by the
American Board of Anesthesiology) are competent in:

a.  The management of procedures for rendering a patient insensible to pain
and emotional stress during surgical, obstetrical and certain medical procedures.

b. The support of life functions under the stress of anesthetic and surgical
manipulations.

The clinical management of the patient unconscious from whatever cause.

The management of problems in pain relief.

The management of problems in cardiac and respiratory resuscitation.

~lejajen

The application of specific methods of respiratory therapy.

The clinical management of various fluid, electrolyte, and metabolic
isturbances.

go

TYPE PATIENT

Adult

Pediatric

Newborn

NRED

Obstetrical Only

TYPE ANESTHESIA

General

b

Regionat

(1) Spinal

(2) Epidural

(3) Caudal/Pudendal

(4) Nerve Biock

(5) Auxitiary Blocks

(6) Intravenous (Bier-Block)

SPECIAL PROCEDURES

Arterial Pressure Lines

Central Venous Pressure Line

Swan-Ganz Catheter

Arterial/Venous Puncture

Hypothermia

B RREE

Other (Specify) e

Classitication ot physical status and

anesthetic risk devised by the American
Society of Anesthesiologists:

Class 1. Normal, healthy J)atient.

Ciass 2. Patient with mild systemic disease. )

Class 3. Patient with severe systemic disease that limits activity but not incapacitating.

Class 4. Patient with an incapacitating disease that is a constant threat to life.

Class 5. Maorbid patient who is not expected to survive for 24 hours, with or without the operation.

* Where Category Hll privileges are granted, they will be accompanied by specific limitations where indicated.

DA FORM 5440-R, JUL 89

DA FORM 5440-R (7Test), JUL 85 IS OBSOLETE
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DELINEATION OF PRIVILEGES RECORD 1. PERIOD
For use of this form, see AR 40-68; the proponent agency is OTSG FROM TO
2. Check the Appropriate Category
A. Anesthesia I.  Pediatrics Q. Nurse Practitioners (Adult)
B. Dentistry J. Podiatry R. OB/GYN Nurse Practitioners
C. Family Practice K. Psychiatry S. Physician Assistants
D. intermnal Medicine & Subspecialty L. Psychology T. Emergency Medicine
E. Neurology M. Radiology/MNuclear Medicine U. Other Specialty (Specify)
F. Obstetrics & Gynecology N. Surgery
G. Oplometry Service O. Nurse Anesthetists
H. Pathology P. Nurse Midwives
3. Recommendations
A.  MEDICAL TREATMENT FACILITY/DENTAC STATUS C.  CLINICAL PRIVILEGES
H T
B :2; c:::::n'ym [J (1) Granted as Requested
00 ) Courtesy ] (@ Moditiea as Recommended
[0 @ Consuiting 1 @ Other (See Remarke)
] &) Full (Appoiniment
Status)
D.  DEPT/SVC (Specity) E. DATE CREDENTIALS COMMITTEE H. DATE
F. SIGNATURE SIGNATURE
4. Approval
A.  NAME OF HOSPITAL/DENTAC COMMANDER SIGNATURE C. DATE
8. Remarks
Practitioner's Education/Training Update
BOARD ELIGIBLE FROM (Date) 8.  BOARD EXAMINATION C. BOARD CERTIFIED
TAKEN (Dale)
No Yos (Give Name
O Total O Partial 0 O olﬂoﬁrd)
0. ge.g)annrmm (Board and E. &“éi.? 1 PRIMARY F. mm w DATES OF SPECIALTY TRAINING (Specify only training

TOTAL HOURS OF CONTINUING H.
EDUCATION THIS PERIOD

TOTAL HOURS OF SUB-SPECIALTY | J.
BOARD THIS PERIOD (Specify)

NAME OF APPLICANT OR PRACTITIONER

MEMBERSHIP IN SPECIALTY SOCIETY(IES) (Specify)

K. SIGNATURE

DA FORM 5440A-R, JUL 89
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DELINEATION OF PRIVILEGES - DENTISTRY

For use of this form, see AR 40-68; the proponent agency is OTSG
(DA Form 5504A-R Must be Completed and Attached to this Form)

CHECK ONE

O A O usar [J ARNG

REQUESTED BY

DATE

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Eligibility to perlorm don:‘: proco'duro. n'wot be based on oducatlon. lmmlng.
xporlo nd demonst current compete boyond [~ or
scope of lho Dental Facility will not be %nnlodm‘onul porml‘ogu are deog.lnlo yivvo

QUALIFIED MAY

APPROVED NOT
WITHOUT ASSISTANT ASSIST
LIMITATION REQUIRED ONLY APPROVED

Categoty I. General Dentists (63A) 1o include GPR graduates.
Practitioners who have successfully graduated from a dental school program
accredited by the American Den ssociation may be delineated privileges
in general dentistry.

Privileges are listed in the “iInstructions for Delineation of Privileges -
Dentistry, General Dentistry (SS/ 63A)". This category includes DAC and
Foreign National dentists hired under appropriate regulations.

Category ll. Specialists

Performs Category | procedures.

Practitioners are board certified, board eligible, or have completed residency
in the specialty.

Practitioners who treal oral disease or problems requiring skills usually
acquired during dental residency in any specialty.

SPECIAL PROCEDURES (Check speciaity srea requested. Privileges are listed
In the Instructions for Delineation of Privileges - Dentistry)

General Dentistry (638)

Periodontics (63D)

Endodontics (63E)

Prosthodontics (63F)

Dental Public Health (63H)

Pediatric Dentistry (63K)

Orthodontics (63M)

A RNERRRELE

Oral Surgery (63N)

Oral Pathology (63P)

OTHER PRIVILEGES (Speciy)

EXCEPTIONS (Recommended by Service/Clinic Chief)

DA FORM 5440-1-R, JUL 89

DA FORM 5440-1-R, JUL 85 IS OBSOLETE
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DELINEATION OF PRIVILEGES - FAMILY PRACTICE

For use of this form, see AR 40-68; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attached to this Form)

REQUESTED BY

DATE

Assignment of clinical privileges will be based on education, clinical training, and demonstrated competence.
Family Practice practitioners will demonstrate skills in interviewing, examination, assessment, and management of patients with general
medical, obstetrical, surgical, and psychiatric health problems. Full privileges include admission privileges 10 all services to include the
intensive care areas of the hospital (MICU/CCUISICU). Seriously il patients will be managed in consultation with or direct referral to

specialty physicians.

Family Practice clinical privileges are divided into four major categories. The category or privilege requested should be specified.

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

APPROVED
WITHOUT
LIMITATION

APPROVED

REQUIRES
© QUAL.
SUPRV.

APPROVED
WITH

MODIFI-
CATIONS

NOT
APPROVED

Category I. Emergency Care

ne

required.

Uncomplicated illnesses or problems which have low risk to the patient such
as > prenatal health care, incision and evacuation of thrombosed
hemorrhoids, and acute and chronic outpatient care in clinics and
emergency Services.

Residency training is not required but reasonable experience in the care of
patients with thensoe probletgg or in the performance %'e these procedures is

PROCEDURES/SKILLS (Check Desired Privilege(s))

a. Proctosigmoidoscopy

b. ECG Performance and Initial Interpretations

IVP, and extremity,

Basic Radio Inger)pretations (Skull, spine, CXR, abdomen,

Insertion/Removal of IUD

Regional Anesthesia

t.  Splinting/Casting/lmmobilizing of Simple Fractures

ADDITIONAL PRIVILEGES (Specify)

EXCEPTIONS (Recommended by Department Chief)

Category M. Category |
psychiatric, orthopedic, medical, pediatric, or obstetrical patients.

ormance of these procedures.

Major ilinesses, injuries, conditions or procedures which do not have
significant risk to life such as in the provision of care for uncomplicated

Requires at least si?niﬁcant ‘graduate Family Practice training or
ggndsoderable documenfed experience in the care of these conditions, or

Lumbar Puncture (Adult and Child)

Infant/Newborn Resuscitation

Vaginal Delivery (Uncomplicated)

ajojo|e

Endometrial Biopsy

ADDITIONAL PRIVILEGES (Specify)

EXCEPTIONS (Recommended by Department Chief)

DA FORM 5440-2-R, JUL 89

DA FORM 5440-2-R (Test), JUL 85 IS OBSOLETE
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PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

APPROVED
WITHOUT
LIMITATION

APPROVED
REQUIRES
QUAL.
SUPRV.

APPROVED
WITH

MODIFI-
CATIONS

NOT
APPROVED

Category ill. Categories | and I

Maijor ilinesses, injuries, conditions, or procedures which may carry some
substantial threat to life such as heat stroke, pre-eclampsia, vertebral
fractures, initial management of muitiple trauma victims, myocardial
infarctions, burns, and behavioral modification counseling.

Requires Family Practice residency completion and/or board certification.

PROCEDURES/SKILLS (Check desired privilege(s))

Joint Aspiration/injection

Diagnostic Thoracentesis With or Without Biopsy

Abdominal Pericentesis

Bone Marrow Aspiration and Biopsy

Low Forceps Delivery

SNERRELE

Vacuum Extraction

Obstetrical Anesthesia

T|e

Culdocentesis

Dilation & Cursttage

First Assist at Major Surgical Procedures

k. Flexible Sigmoidoscopy

I.  Reduction of Simple Fractures of Extremities

j. Vasectomy

ADDITIONAL PRIVILEGES (Specify)

EXCEPTIONS (Recommended by Department Chief)

Category IV. Categories |, 1l, and if

Unusually complex or critical patient care problems or procedures with
serious threat to life such as complicated myocardial infarctions, c-sections,
and prolonged assisted pulmonary ventilation.

Requires extensive experience beyond board certification. Consultation or
supervision by a subspecialty trained physician is mandatory.

Swan-Ganz Catherization

Management of Severe Pre-eclampsia

a.
b
c.
d.
e
f.

ADDITIONAL PRIVILEGES (Specify)

EXCEPTIONS (Recommended by Department Chief)
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DELINEATION OF PRIVILEGES - INTERNAL MEDICINE REQUESTED BY DATE
AND SUBSPECIALTY
For use of this form, see AR 40-88; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attached to this Form)

Privi in the Department of Medicine are granted for both clinical areas and specific procedures. All practitioners requesting privileges
in the Department of Medicine will use this form regardless of specialty.

Four categories (levels) of clinical privileges may be granted for each clinical area listed below. The category of privilege requested, if any,
in each area should be specified.

Categoryl. Emergency Care.

Uncomplicated ilinesses or problems which have low risk to the patient.

Non-specialists with little or no residency training but with reasonable experience in the care of these conditions.

Category ll. Catogory i.

Major ilinessaes, injuries, conditions or procedures, but with no significant risk to life.

Significant graduate training in the specialty related to the conditions, or considerable experience in the care of the conditions.
Category Iil. Categories | and Il

Major illnesses, conditions, or procedures which carry substantial threat to life.

Board certification® or other extensive training and experience in the care of these conditions. *Completion of three-year residency lraining
may be accepled in lieu of board certification for a period not to exceed five years following completion of training for
accessions/appointments after 1982.

Category IV. Categories |, Ii, and lli.
Unusually complex or critical diagnoses or treatment with serious threat 1o life.
Extensive relevant subspecialty training-or experience beyond board certification.

NOTE: If a practitioner is not granted privileges in Category Ilf or IV, consultation with a physician in one of these categories is mandatory
for a patient with a medical condition that increases surgical or anesthetic risk, when a surgical procedure is contemplated.

PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Assignment of clinical privileges will be based on education, training, and AvsPROVED ‘.‘.';"5.‘,‘.’:52 ) “m-ﬁ!m NOT
ITHOUT . - PPR
demonstrated competence. LTATON s%%ab 7 g?mﬁ APPROVED

CLINICAL AREAS. (Write |, Il, lli, or IV to Indicate the Cat or Privileges in
Each Area That You Are Requesting PfMlm&’

Allergy-Immunology

Cardiology

Dermatology

Endoctrine and metabolic diseases

Gastroenterology

R RER

Hematology '

Infectious disease

=le

Internal medicine

i. Nephrology

Pulmonary disease

k. Rheumatology

. Oncology

'SPECIAL PROCEDURES (Check the Procedures for Which Privileges are Rogucsud
and Attach s Statement Indicating Your Qualiticstions to Perform Each of Them.)

Special Studies, invasive

a. Arterial puncture and cannulation

Angiography, cerebral

Arteriography

Arthrocentesis

Bronchial brushing

Bronchial lavage

Bronchograms

sle|=[o]e]o|=

Bone marrow aspiration

Cardiac Catherization

j. Cardiac pacemaker (Transvenous)

DA FORM 5440-3-R, JUL 89 DA FORM 5440-3-R (Teat), JUL 85 IS OBSOLETE
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PmVILEGES (" Privileges will be oramod only for the
pr for has been verifl

tnlnlng/domon strated competency.)

do:
(lo.r"m SCOpIC

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Special Studies, invasive (Continued)

APPROVED
WITHOUT
LIMITATION

APPROVED
REQUIRES
QUAL.
SUPRV.

APPROVED
WITH
MODIFI-
CATIONS

NOT
APPROVED

k. Cholangiography, percutaneous

Cisternal Tap

Hemodialysis

Hemofiltration

Lymphangiography

Myelography

Paracentesis, abdominal

~te|v1el?y3

Pericardiocentesis

Peritoneal dialysis

~{w

Phiebography

Plasmaphoresis

Pneumoencephalography

Spinal tap

Subclavian puncture

Swan-Ganz catherization

N<]x[=]<]|c

Thoracentesis

Other (Specify)

Biopsy and Excision. Needle Biopsy of:

a. Bone Marrow

b. Kidney
c. Liver
d. Lung
e. Thyroid
t. Pericardial biopsy (Closed)
g. Peritoneal biopsy (Closed)
h. Pleural biopsy (Closed)
i.  Skin biopsy
j.  Small intestinal biopsy with Crosby capsuie & Shiner tube
Other (Specify)
* Endoscopy With Biopsy

a. Bronchoscopy

b. Colonoscopy

c. Duodenoscopy
d. Esophagoscopy
e. Maediastinoscopy
f. Peritoneoscopy
g. Sigmoidoscopy
Other (Specity)
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RECOMMENDATIONS BY DEPT/SVS. CHIEF

PRIVILEGES
APPROVED
WITHOUT
Special Studies, Non-invasive and Other Procedures LIMITATION

APPROVED
REQUIRES
QUAL.
SUPRV.

APPROVED
WITH

MODIFI-
CATIONS

NOT
APPROVED

Echocardiography

ECG interpretation

Electroconvulsant therapy

EEG interpretation r

Electromyography

~lelale|o]w

Endotracheal intubation

Other intubation (Specify)

©

Lh. Esophageal dilatation

Hypnosis

Peripheral vascular studies (Non-Invasive)

—

el

Phonocardiography

Pulmonary function interpretation

Radioactive isotopes, diagnostic

Radioactive isotopes, therapeutic

Vectorcardiography interpretation

Respirator management

NEIBBE

* Diagnostic/Therapeutic radiology (Specify)

Other (Specify)

EXCEPTIONS TO DIAGNOSIS, TREATMENT OR PROCEDURES (As

Recommended by Department Chief)

* Raquires special qualifications of training and experience in equipment use and in the interpretation of results.
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DELINEATION OF PRIVILEGES - NEUROLOGY REQUESTED BY DATE

For use of this form, see AR 40-88; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attached to this Form)

PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Assignment of clinical privileges wili be based on education, clinical training, & APPROVED APPRQVED
demonstrated competence. Neurology clinical privileges are divided into four Ax%(’ nguuﬂes Mg’ém_ App"égvgp
major categories. The category of privilege requested should be specified. LIMITATION SUPRV. CATIONS

Category . Emergency Care

Uncomplicated illnesses or problems which have low risk to the patient such as
recurrent headache or uncomplicated epilepsy or with no available treatment such
as'completed ischemic stroke, progressive dementia in the elderly, and cerebral
paisy.

Internists, pediatricians, family practitioners, and psychiatrists where neurology
training has been included in their residency experience.

EXCEPTIONS (Recommended by Department Chief)

Category I.  Category |

Ma,ov illnesses, injuries, conditions or procedures with little immediate risk to life, in
ild or adult such as multiple sclerosis, Parkinson's disease, and transient

ischemic attacks. Management of crippling or life threatening disorder where

category ll and IV supervisor is available. Performance of EMG, EEG, evoked

potentials and similar tests for which the applicant has had specific training.

One year of general pasigraduate education and two years of specialty lraining in

adult or child neurology.

EXCEPTIONS (Recommended by Department Chief)

Category Ill.  Categories | and il

Management of all conditions affecting the nervous syslem in adults except for
those patients requiring neurosurgical intervention. Management of common
non-life threatening conditions in children.

Completion of neurology training in adult neuroiogy.

EXCEPTIONS (Recommended by Department Chisf)

Category V.. Categories |, I, and lll

Management of ali neurologic conditions atfecting children except those children
requiring neurological intervention (child neurology). Diagnosis and management
of refractory seizure disorders, unususl neuromuscular disorders or other problems
reflecting additional subspeciaity skills. Individual patients display complexity
exceeding those of Category Iil.

Require post rasidency fellowships or child neurology residency/fellowship.

SPECIAL PROCEDURES. (Check the Procedures for Which Privileges are Requested)

Lumbar Puncture

Cisternal Tap

Subdural Tap (Infants)

Electroencephalogram (EEG)

Brain Stem Auditory Evoked Response

SN BREEE

Visual Evoked Response

Somatosensory Evoked Response

=|e

Electromyogram (EMG)

i. Myelogram

Other (Specify)

EXCEPTIONS (Recommended by Department Chief)

DA FORM 5440-4-R, JUL 89 DA FORM 6440-4-R (Test), JUL 85 IS OBSOLETE
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DELINEATION OF PRIVILEGES - OBSTETRICS AND GYNECOLOGY
For use of this form, see AR 40-88; the proponent agency is OTSG
(DA Form 5504A-R Must be Completed and Attached to this Form)

REQUESTED BY DATE
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Obstetric-gynecologic clinical privileges are divided into four categories (levels). These APPROVED APPROVED
SPERTTRS RE R S TR TR | R | MO | R | e
U y . -
g‘x‘ih tion. cat and pr ures requesle%’.u LIMITATION SUPRV. CATIONS

Category I. Emergency Care.

Diagnosis andthera;y with minimal threat to life. Physician has minimal
formal training in the discipline, but has training and experience in the care of
spacific conditions.

Normal Antepartum and Postpartum Care

Normal Labor and Delivery

Maternal-Fetal Monitoring

Episiotomy and Repair of Second Degree Laceration

Local Infiltration Anesthesia

SBEBEBEREE

Pudendal Block Anesthesia

Use of Oxytocic Drugs After Completion of Third Stage

=le

. Sigmoidoscopy

Category ll. Category |

Major diagnosis and therap{’:lgtwwim no significant threat to life. Physician
has the training specified , and experience in the care of specific
conditions.

MONTHSJRAINING IN OBSTETRIC MONTHS TRAINING IN GYNECOLOGIC PROGRAM

PROGRA

Cervical- Dilation and Curettage (/ncluding Vacuum)

Biopsy of Cervix, Endometrium, or Vulva

Abdominal Salpingo-oopherectomy, Ovarian Cystectomy

Abdominal Tubal Interruption

Incidental Appendectomy

Amniocentesis

Repair of Third and Fourth Degree Lacerations

sle|~lolale]oie

Drainage/Marsupialization of Bartholin Cyst

Fetat Scalp Sampling

Neonatal Resuscitation

Neonatal Resuscitation

I.  Elective Low Forceps

Manual Removal of Placenta and Postpartum Uterine
Exploration

m.

n. Circumcision of Newborn

Category ill. Categories ! and I}

Major diagnosis and therapy with possible threat to life. Physician has
completed residency training in the specially or has extensive training or
experience in the care of specific conditions.

a. Hysterosalpingography

b. Hysteroscopy

c. Laparoscopy, Diagnostic and Operative

d. Ureteroscopy and Cystoscopy

6. Supraclavicular or Other Superficial Node Biopsy

f. Abdominal Hysterectomy

DA FORM 5440-5-R, JUL 89
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REQUESTED BY

DATE

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

APPROVED
WITHOUT
LIMITATION

APPROVED
REQUIRES
QUAL.
SUPRV.

APPROVED
WITH

MODIFI-
CATIONS

NOT
APPROVED

Partial Omentectomy

Myomectomy and Uterine Plastic Procedures

Urethrovesical Suspension

—

Repair of Cystocele and Rectocele

=

Repair of Injury to Bladder

Vaginal Hysterectomy

Vaginal Tubal Interruption

Cervical Conization

Cervical Cerclage

All Vaginal Deliveries

All Caeserean Deliveries

REEEE

Intrauterine Radioactive Source Applications

Venous Catheter Insertion

~|

Paracervical Anesthesia

u.

Tubal Reconstructive Procedures Not Using Microsurgery

Category IV. Categories |, I, and il

Unusually complex or critical diagnosis and therapy with pogsible serious
threat 1o life. Physician has formal training in specific diagnosis or therapy.
This training may have been within residency.

a. Extirpative and Reconstructive Gynecologic Surgery,
Including Radical Hysterectomy, Vulvectomy, Lymph-
adenectomy, and Exenteration

b. Surgical Repair of Injury to Bowel, Ureter, and Pelvic Vessels

c. Bowel Resection and Bypass

d. Bowel-Urinary Conduits

e. Tubal Reconstructive Procedures Using Microsurgery

f. Urodynamic Examination

9. Colposcopy

h. Obstetric Ultrasound Imaging

i. Intra-amniotic Operative Procedures

i- Surgical Application of Lasers

k. Placement of Intra-arterial Catheter

Regional Anesthesia

CATEGORY 1, 0, M, iV (Identity Category)

EXCEPTIONS (Specity)

ADDITIONAL PRIVILEGES (Speclfy)
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-
DELINEATION OF PRIVILEGES - OPTOMETRY SERVICE CHECK ONE
For use of this form, see AR 40-68; the proponent agency is OTSG
(DA Focmosm-nmuusf be Completed and Attached to this Form) O ac 0O usan [J anna
REQUESTED BY DATE

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Assignment of clinical privileges in optometry will be based on
education, clinical training, experience, and demonstrated
competence. The category of privilege requested should be specified.

APPROVED
WITHOUT
LIMITA-
TION

APPROVED
REQUIRES
QUAL.
SUPRV.

APPROVED
WITH

MODIFI-
CATIONS

NOT
AP-
PROVED

NOT APPD.
LACK OF

MTF/MSN
SUPPORT

Category |.
Privileges in this catxry are for uncomplicated ilinesses, injuries, or
routine procedures which may require diagnostic drugs. When doubt exists
as to the diagnosis or in cases in which improvement is not soon apparent,
consuitation will be sought.
Privileges may be granted to those optometrists who have satisfactorily
completed formal Optometry training but have not been licensed to practice
Optometry (requires direct supervision until licensed).
Examples:
Administration of commonly used vision/eye tests with guidance in
interpretation of test results and in selection of more specialized
diagnostic measures.
Assignment of patients whose vision/eye disorders are not severe.

Category Il

Privi include Cat 1, pius practitioners may evaluate, diagnose and
treat difficult and com vision//eye disorders. May act as consultants but
are expected to request consuitation when:

(1) The dia?nosis and/or management remains in doubt over an unduly
long period of time;

(2) Unexpected’ complications arise which are outside this level of
competence;

(3) specialized treatment measures are contemplated with which they are
not femiliar.

The use of selected therapeutic drugs and the writing of prescriptions for
gselected medications may be granted when recommend: by the
Therapeutic ts Board, the credentials committee, and the physician
chal with direction of the clinical activities concerned, and approved by
the mander.

Privileges may be granted to those those in optometrists who have
satigfactorily completed formal Optometry training or have satisfied the
Credentials Committee with their training, experience and competence.

Examplies: Diagnostic Drugs Ocular Pathalogy
Therapeutic Drugs Surveillance
Occupational Vision Ocular Injury
Category W

Privileges include those in Categories | and |l to the extent that qualification
critoria are met, plus those associated with ilinessas or problams requiring
an unusual degree of expertise and competence. Practitioners with these
privileges have the highest level of competence within a given field and are
qualified to act as consultant but will request consultation when needed.
Practitioners with these privileges are expected to have training and
experience considered appropriate for a subspeciaity.
Examples:

Visual Evoked Response.

g'esearch Protocol Administration on Use of Selected Therapeutic
ugs.

Evaluate, coordinate with Opthalmology and co-manage acute ocular
conditions requiring therapeutic treatment and close monitoriing
through duration of symptoms.

Co-manage complex or critical illnesses, injuries or conditions which
carn t; sarious threat to vision when no trained eye physician is
available.

ADDITIONS (Specity)

EXCEPTIONS (Recommended by Department Chlef)

DA FORM 5440-6-R, JUL 89
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DELINEATION OF PRIVILEGES - PATHOLOGY
For use of this torm, see AR 40-88; the proponent agency is OTSG
(DA Form 5440A-R Must be Compieted and Attached to this Form)

REQUESTED BY DATE

PRIVILEGES

RECOMMENDATIONS 8Y DEPT./SVS. CHIEF

Delineation of privileges must be based on an individual's education, training,
experience, and demonstrated current competency.

APPROVED APPROVED
Amo 852"”“3 WITH NOT
LIFIE! MODIFI- APPROVED
UIMITATION SUPRV. CATIONS

Category |.

Board certified or Board eligible in clinical and/or anatomic pathology but requires
immediate supervision.

Category .

Board certified in clinical and/or anatomic pathology and requires no supervision.
Category Hil.

Board certified with additional certified competence in subspecialized area or with
appropriately documented training and experience beyond board certification.

AREAS OF ANATOMIC AND CLINICAL PATHOLOGY (Write Category /, H, or i to
Indicste Level of Privileges Requested.)

| Anatomic Pathology

a  Surgical Pathology

b. Autopsy Pathology
c. Cytopathology
d.  Neuropathology

e. Dermatopathology

f.  Electron Microscopy

immunohistology

Forensic Pathology

ADDITIONS (Specity)

EXCEPTIONS (Recommended by Department Chief)

Clinical Pathology

a. Clinical Chemistry

s

Hematopathology

Immunohistology

Blood Banking

e|leyln

Clinical Microscopy

-

Microbiology

Radioisotopic Pathology

Serology

ADDITIONS (Specify)

EXCEPRTIONS (Recommended by Department Chief)

DA FORM 5440-7-R, JUL 89
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DELINEATION OF PRIVILEGES - PEDIATRICS
For use of this form, see AR 40-88; the proponent agency is OTSG
(DA Form 5504A-R Must be Compieted and Attached to this Form)

——
REQUESTED BY

DATE

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Assignmaent of clinical privileges will be based on education, training, and
demonstrated competence. Pediatric clinical privileges are divided into four
major categories. The category of privilege requested should be specified.

APPROVED
WITHOUT
LIMITATION

APPROVED

REQUIRES
QUAL.
SUPRV.

APPROVED
WITH

MODIFI-
CATIONS

NOT
APPROVED

Category I.

Emergency Care. Supervision and care of routine term newborns and

uncom ted pediatric patents; i.e., illnesses, injuries, conditions or
ures which have low nisk to the patient.

Non-specialists with litle or no iatrics residency training, but with

reasonable experience in care of Ihg conditions. i ¢

PROCEDURES/SKILLS (Check Desired Privilege(s))

a. Venipuncture

b. Lumbar puncture

¢.  Urethral catheterization

d. Incision and drainage of abscess
e. Other (Specify)

EXCEPTIONS {Recommended by Department Chief)

Category Il. Category |

ga'j?r illnesses, injuries, conditions or procedures but with no significant risk
ife.

Significant training or experience in pediatrics, not necessarily board certified

(e.g., undiagnosed anemia; status asthmaticus,; routine pre-op/post-

op care of pediatric patients; lumbar puncture and arterial blood

gasses, except newborns).

PROCEDURES/SKILLS (Check Desired Priviiege(s))

Subdural taps on infants with open fontanelle

Pleuracentesis

Peritoneal tap

Saphenous or antecubital vein cutdowns

Arterial puncture

~lolale]ele

intubations

(1) Oro-trachael

(2) Naso-tracheal intubation

(3) Suprapubic puncture

(4) Insertion of chest tube

Exchange transfusion

Sigmoidoscopy

i. Proctoscopy

j. Pre-oral biopsy

k.  Skin biopsy

I Other (Specify)

EXCEPTIONS (Recommended by Department Chief)

DA FORM 5440-8-R, JUL 89
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RECOMMENDATIONS BY DEPT./SVS. CHIEF

s e | MR | | e
LIMITATION SUPRV. CATIONS

Category Iil. Categories | and il

Maijor illnesses, injuries, conditions, or procedures which carry substantial
threat to life. Board certification in pediatricg* or other extensive training and
experience in the care of these conditions (e.g., meningitis, drug
overdose, erythroblastosis fetalis; neonatal resuscitation). * Completion
of three-year residency training in pediatrics may be accepted in lieu of
board certification for a period not to exceed five years following
compiletion of training for accessions/appointments after 1982.

PROCEDURES/SKILLS (Check desired privilege(s))

Lung punciure

Cardioversion

Pericardiocentesis

Bone marrow aspiration

olafele]e

Bone marrow biopsy

Pl

Administration of chemotherapy
(1) Systematic chemotherapy

(2) Intrathecal chemotherapy

g. Endoscopy

intestinal biopsy

. Other (Specity)

EXCEPTIONS (Recommended by Department Chief)

Category IV. Categories |, I, and I
Unusually complex or critical illnesses, injuries, conditions or procedures
which carry a serious threat to life.
Extensive relevant subspecialty training or experience beyond board
ceortification in pediatrics (e.g., leukemia; respiratory failure; neonatal
intensive care,; renal dialysis).
PROCEDURES/SKILLS (Check desired privilege(s))
a Bronchoscopy
b. Pleural biopsy
¢. Lung biopsy, closed
d. Cardiac catheterization
e. Angiography
f.  Lymphangiography
g. Kidney biopsy
k. Bone marrow transplantation
l.  Other (Specify)

EXCEPTIONS (Recommended by Department Chief)
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DELINEATION OF PRIVILEGES - PODIATRY REQUESTED BY DATE
For use of this form, see AR 40-68; the proponent agency is OTSG

(DA Form 5440A-R Must be Completed and Attached to this Form)

PRMILEGES RECOMMENDATIONS BY DEPT /SVS. CHIEF
Assignment of clinical privileges will be based on education, training, and APPROVED %‘E%Z?XES Apcvr:%‘veo NOT
demonstrated competence. Check category of privilege requested. ritis el QUAL. MODIFI- APPROVED

SUPRV. CATIONS

Category I. Treat routine conditions of the foot and works under the
supervision of a privileged podiatrist who assumes full responsibility of the
provider's acts.

. Cal | - Examine, diagnose, and lreat conditions of the feet
reqmrmge skills acquired during post-residency specualty training. Consultations

used when there is doubt the orwhentherens
evidence of systemic disease, asﬁrstcmcee"stigbypeﬁmmi

Catogory IN. Categories | and Il. Board certified or eligible. Prevention,
diagnosis and trealment of complications involving the foot, arising from vanous
systemic diseases, as well as the palliative and corrective treatment of local foot
pathology.

AREAS OF FOOT PATHOLOGY (Check Categovy |, li, or Hi for Privileges Performed.)

a. General Practice

b. Foot Surgery

(1) Common Surgical Procedures on Forefoot

(2) * Complex Reconstructive Surgery

C. Podiatric Dermatology

d. Foot Orthopedics

6. Podopediatrics

f.  Podogeriatrics

9- X-Ray Services (interpretation)

h.  Other (Specify)

EXCEPTIONS (Recommended by Department Chief)

* Requires supervision by a qualified orthopedic surgeon.

L B - R
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DELINEATION OF PRIVILEGES - PSYCHIATRY

For use of this form, see AR 40-88; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attached to this Form)

REQUESTED BY

DATE

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Delineation of privileges must be based on an individual’'s education, training,
experience, and demonstrated current competency. Check the appropriate
category.

APPROVED
WITHOUT
LIMITATION

APPROVED
REQUIRES
QUAL.
SUPRV.

APPROVED
WITH

MOOIFI-
CATIONS

NOT
APPROVED

Category 1. Physicians not board eligible in psychiatry with littte or no
residency training, but with considerable experience in care of mental
disorders and qualified for the general practice of medicine.

Category Il. A psychiatrist who is board eligible in Psychiatry.

Category lll. Psychiatrists who are board certified by the American Board of
Psychiatry and Neurology or its equivalent.

Category IV. Specialized fellowship training beyond board eligibility or board
certification in General Psychiatry. Requires extensive subspecialty fellowship
training or experience in the areas noted below.

Subspecialties (Check)
a.  Child Psychiatry
b. Psychoanalysis
c. Chid Psychoanalysis
d. Forensic Psychiatry
e. Administrative Psychiatry

P

Geriatric Psychiatry

g- Consultant-Liaison Psychiatry

h. Psychosomatic Medicine

Other (Specify)

Privileges Requested (Check)

a. Assessment and Diagnosis of Mental Disorders

b. Inpatient Psychiatric Treatment

c.  AicoholOrug Residential Treatment

d. Adult Psychotherapy

(1) Individual

(2) Marital

(3) Family

(4) Group

e. Child and Adolescent Psychiatry

(1) Assessment and Diagnosis

(2) Psychotherapy

(a) Family

(b) Group

(3) Psychopharmacotherapy

f. Somatic Therapy

(1) Psychopharmacotherapy

(2) Biofeedback Therapy

(3) Electro-Convulsive Therapy

(4) Amytal Interview

DA FORM 5440-10-R, JUL 89
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—
REQUESTED BY

DATE
RECOMMENDATIONS BY DEPT./SVS. CHIEF
PRVILEGES APPROVED ‘;’;’5,‘:,.%5‘2 MWTD M”,nor o
LIVITATION SUPRV. CATIONS

Privileges Requested (Continued) (Check)

g Consultation

4

Command

(2

Modical/Surgical Activities

@

Community Organizations

)]

School

h. Specialized Skills

(1)

Forensic Psychiatry

@

Psychoanalysis

3

Child Psychoanalysis

@

Geriatric Psychiatry

1]

Boehavior Therapy

(6)

Gestalt Therapy

@

Hypnotherapy

Other (Specify)

i. Research

j.  Other (Specify)

PAGE 2, DA FORM 5440-10-R, JUL 89
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DELINEATION OF PRIVILEGES - PSYCHOLOGY REQUESTED BY DATE

For use of this form, see AR 40-68; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attached to this Form)

PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Delineation of privileges must be based on an individual's education, training, experience, vﬁ%ﬂ"r Régm-fés A&m‘n NOT
and demonstrated current competency. Check the appropriate category. LIMITA: Ry Ly o R

Category |. Assists in performance of psychological and other services and works under the
supervision of a privileged clinical psychologist who assumes full responsibility for the provider's

acts.
Ca W.  Practitioner has PH.D. o PsyD in clinical psychology but is not yet licensed.
Provides full range of hological services as qualified to deliver by virtue of training.

Participates in team delivery of services, research and leaching. Receives licensure qualifying
supervision from regional psychologist or supervising psychologist designated by regional
| psychologist. May be appointed as supervising psychologist for Category |.

Category Ill.  Practitioner has PH.D. or PsyD in clinical psychology and is ticensed. Skilled in
the areas of psychological assessment, intervention, and administration of services. Delivers
psychological services to individuals and treatment teams. May be appointed 8s supervising
psychologist for Category 1 or Il.

Category IV.  Practitioner has PH.D. or PsyD in clinical psychology and is licensed and board
certified. R nized as possessing high level of skill in areas of assessment. intervention, and
administration. May be appointed as supervising psychologist for Category | or Hl.

Privileges Requested (Check)

a  Assessment in psychological diagnosis

Assists in inpatient management of mental disorders

Psychological assistance in aicoholdrug residential reatment

b.
C
d. Outpatient psychological treatment
e. Psychotherapy

(1) Psychoanalytical oriented psychotherapy (Individual)

(2) Behavior therapy

(3) Gestalt therapy

(4) Hypnotherapy

(5) Transactional analysis

(6) Group therapy

(7) Marital therapy

(8) Family therapy

(9) Sexual dysfunction therapy

(10) Psychosomatic therapy

(11) Brief therapy

f.  Child psychotherapy

g  Adolescent psychotherapy

Somatic psychotherapy

(1) Biofeedback therapy

(2) Hypnotherapy

i.  Consultation

(1) Command

(2) Medical/Surgical activities

(3) Community organizations

(4) School

j.  Research

k.  Other (Specify)

Exceptions (Recommended by Department Chief)

DA FORM 5440-11-R, JUL 89 DA FORM 5440-11-R (Test), JUL 85 IS OBSOLETE
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DELINEATION OF PRIVILEGES - RADIOLOGY/NUCLEAR MEDICINE
For use of this form, see AR 40-88; the proponent agency is OTSG
(DA Form 5504A-R Must be Compisted and Attached to this Form)

REQUESTED 8Y

DATE

PRVILEGES RECOMMENDATIONS BY DEPT.SVS. CHIEF
Assignment of clinical privileges will be based on education, clinical training, el | nlaomrs 1 Wt | wor
demonstrated skills, and capacity to ger procedurally reisted complications. ey e Monis | APPRD:
Privileges Requested (Check)
a. Radiology

Diagnostic radiology (Not qualified to treat diseases with ionizing radiation)

b
c. Diagnostic radiology with special competence in nuclear radiology
d

radiologic procedures)

Therapeutic radiology (Not qualified to carry out complicated diagnostic

e. Nuclear medicine

actitioners, even if board certified, who not received training in a

patient.

Category |. inciudes: (1) Practitioners who have completed a8 minimum of three years of
radiology ftraining in an accredited ram, not necessarily board certified; and (2)

nder this category the practitioner may practice in an area of sul ialty, but must
obtain consultation unless doing so would endanger the survival or well-being of the

area.

periormance and/or interpretation of subspecialty proced
diagnosis is in doubt or if the examination is not successful.

Category ll. Includes practitioners who are board certified by the American Board of
Radiology or its equivalent or in special instances when they are board oligible. Category
I} practitioners have not received fellowship training in a su i area such as
neuroradiology, but have received limited training during residency. Practitioners who
once qualified in Category i, but are no r clinically active in a particular subspecialty
field, will receive Category Il privileges. Under this cateoo%,upractitioners may initiate

ures but must request when the

Amencan Board of R
someone qualified in that subspecialty field. Members in this ca
consultation.

Category il. Include:rractitimers who have ialty board certification granted by the
[ or its equivalent and practice in a subspecialty
that requires completion a one-year on-the-job training under the supervision of

. . s in ry may perform
procedures and interpret them on a full-time basis without outside radiological

area

Subspecialty Areas

a.  Arteriography (Angiography)

cyst punctures

b. Ultrasonography to include percutaneous needle biopsies of abdominal organs and

Neuroradiology

c.
d. Interventional radiology
e. Computerized tomography

f. Radioactive isotopes

9. Other (Specify)

Nuclear Medicine (Approved by Radiation Control Committee)

a. Diagnostic imaging

b. Invitro isotope assays

c. Therapeutic (Specify isotopes licensed™ to use)

d. Other (Specify)

* Licensed by a State or territory of the United States, the District of Columbia, or the Commonwsealth of Puerto Rico.

DA FORM 5440-12-R, JUL 89
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DELINEATION OF PRIVILEGES - SURGERY REQUESTED BY DATE

For use of this form, see AR 40-68; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attach d to this Form)

Eligibility to perform hospital surgical procedures must be based on an individual's education, training, and demonstrated competency.
Surgical privileges are divided into four major categories:

Category I.  Privileges in this category are for uncomplicated surgical iliness or problems which present no serious threat to life. When
doubt exists as 1o the diagnosis or in cases in which improvement from treatment is not soon apparent, consuitation will be sought.

Category | privileges may be granted to physicians without formal surgical training based on documented evidence that such privileges have
been previously and successfully exercised.

Examples: Excision of cyst Removal of foreign body by speculum, forceps, or superficial incision
Incision and draining of abscess Suture of laceration (simple)
Muscle biop: Excision biopsy of skin or subcutaneous tumor
Evacuation of thrombosed hemorrhoid Cut down, Intravenous or intra-arterial

Other minor conditions and procedures of similar scope and complexity as the above in the surgical specialties.

Category . Privileges in this category include those in Category | plus specific surgical conditions and procedures of increased scope and
complexity and that may require general or conductive anesthesia, but which do not constitute an immediate or serious threal 10 life.
Practitioners with these privileges are expecied to request consultation where expected improvement is not soon apparent and when
specialized therapeutic or diagnostic techniques are indicated.

Category il privileges may be granted to those practitioners who have satisfactorily compieted at least one year post-internship formal
training in surgery or whose skills have been gained and maintained through experience.

Examples: Breast biopsy Varicose vein ligation (superficial)
Hemorrhoidectomy Pilonidal cyst excision/marsupialization
Drainage, deep ischio-rectal abscess Split thickness skin graft, small areas
Simple closed fracture management Treatment of closed dislocations

Other specific privileges similar 1o the above in scope and complexity.
Category lli. Privileges in this category include those in Categories | and |l plus those associated with complex or severe iliness or general
surgical problems and those with immediate or serious threat to life. Physicians with these privileges may act as consultants to others and
may, in turn, be expected to request consultation when:

" a. The diagnosis and/or management remains in doubt over an unduly long period of time, especially in the presence of a life-
reatening iliness.
b. nexpected complications arise which are outside this level of competence. .
c. Specialized treatments or procedures are contemplated with which they are not tamiliar.

Category Wl practitioners are expected 10 have training and/or experience and compelence on a level commensurate with that provided by

specialty training and (except under unusual circumstances as determined by the Credentials Committee) sufficient 1o attain efigibility
for board certification.

Examples: Appendectomy Hernia regair (inguinal, umbilical)
Exploratory laparotomy Wauon (high) stripping of varicose veins
Gastic and bowel resection ide excision and graft for malignant skin tumor
Biliary tract surgery Pancreas and spleen surgery
Abdominoperineal resection Diaphragmatic hernia
Lymph node dissection Surgery of the adrenal glands
Thyroidectomy Sympathectomy
Mastectomy, simple and radical Cysts and tumors of neck, including salivary glands

Other specific privileges similar to the above in scope and compiexity.

Category IV. Privileges in this category include those in Categories |, Il, and 1l to the extent thal qualification criteria are met, plus thoee
associated with ilinesses and sur?ical problems requiring an unusual degree of expertise and compelence. Practitionets with these
privileges have the highest level of competence within a given field and are qualified to act as consultants and should, in turn, request
consultation from within or from outside the hospital staff whenever needed.

Practitioners with these privileges are expected to have training and e)aperience considered appropriate for a subspecialisl and (except
und?r unusual circumstances as determined by the Credential Committee), sufficient to attain eligibility for subspecialty board
certification.

Examples: Surgical subspecialties.

RECOMMENDATIONS BY DEPT./8VS. CHIEF

TO T0
PERFORM ASSIST
PRIVILEGES APPRD. QUAL. MAY NOT
SURGERY SURAJE RY WITHOUT ASSISTANT ASSIST APPROD.
LIMITA- REQUIRED ONLY

TION

General surgery

Cardiac surgery

Otolaryngology

Ophthalmology

olale]le]e

Neurosurgery

-~

Plastic surgery

Thoracic surgery

sle

Urology

Vascular surgery

j  Colo-rectal surgery

DA FORM 5440-13-R, JUL 89 DA FORM 5440-13-R (Tes!), JUL 85 1S OBSOLETE



102 AR 40-68 ¢ 20 December 1989 ¢« R-Forms



RECOMMENDATIONS BY DEPT./SVS. CHIEF
10 T0
PERFORM ASSIST APPRD. AL. MAY NOT
SURGERY AT PRIVILEGES oot | asoitant | assist | apPRO.
SURGERY LIMITA- REQUIRED ONLY
TION
. MGastrointestinal endoscopy (Specify type of endoscopic
procedures(s))
m. 2 Diagnostic/therapeutic radiology (Specify)
Other (Specify)
Category Requested:
Category |

Exceptions (Recommended by Department Chief)

Additional Privileges (Specify)

Category 1l

Exceptions (Recommended by Department Chief)

Additionat Privileges {Specify)

Category it

Exceptions (Recommended by Depart, t Chief)

Additional Privileges (Specify)

Category IV

Exceptions (Recommended by Department Chief)

Additional Privileges (Specify)

1/ Documented and/or demonstrated competence is necessary.

2/ Requires special qualifications of training and experience in equipment use and in the interpretation of results.
PR

PAGE 2, DA FORM 5440-13-R, JUL 89
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DELINEATION OF PRIVILEGES - REQUESTED BY DATE
NURSE ANESTHETISTS

For use of this form, see AR 40-88; the proponent agency is OTSG
(DA Form 5440A-R Must be Compieted and Attached to this Form)

PRIVILEGES RECOMMENDATIONS BY DEPT./SVS.
CHIEF
PP
Assignment ot clinical privileges will be based on education, clinical training, experience, ‘AEQ?,?XEQ NOT
and demonstrated competence. P%%Akhs‘%ﬂiav. APPROVED

Clinical Privileges (Check)

1. Obtain a health history including psychosocial as well as biophysical.

Conduct physical screening assessment.

Prescribe TAB approved medications (attach listing).

Select and administer pre-anesthetic medication (attach protocol).

Ll Bl B B

Request and evaluate pertinent laboratory studies, pulmonary function studies, including
blood gasses, respiratory therapy, and other appropriate studies (attach protocol).

6. Insert inravenous catheters, including central venous pressure cathelers by basilic
vein, external jugular vein, internal jugular vein, subclavian vein (or other recognized
routes of administration).

7. Insert Swan-Ganz catheters.

Utilize all current techniques in monitoring.

Perform regional anesthetic, therapeutic, and diagnostic techniques including but not
limited to spinal, epidural, caudal, brachial plexus, transtracheal, superior laryngeal,
femoral sciatic, and retrobulbar blocks.

10. Select and administer anesthetic techniques, medications and adjunctive drugs (attach
protocol).

11. Perform intratracheal intubation and extubation

12. Identify and manage emergency situations including assessment of adequacy of
recovery or antagonism of muscle relaxants, narcotics, and other agents, and
implement appropnate management techniques.

13. Recognize abnormal patient response to anesthesia or to adjunctive medication and
implement corrective action.

14. manage fiuid, blood and electrolyte loss and replacement within an anesthesia care
an.

15. initiate and modify therapies, including drug and pain therapy (attach protocol).

16. Discharge patients from the Recovery Room (attach protocol).

17. Post-anesthesia follow-up and evaluation.

18. Initiate cardiopulmonary resuscitation and participate in cardiopulmonary resuscitation in
absence of physician (attach protocol).

19. Provide consultation, management and implementation of respiratory and ventilatory
care.

DA FORM 5440-14-R, JUL 89 DA FORM 5440-14-R (Test), JUL 85 IS OBSOLETE



106 AR 40-68 ¢ 20 December 1989 ¢« R-Forms



DELINEATION OF PRIVILEGES - REQUESTED BY DATE
NURSE MIDWIVES

For use of this form, see AR 40-88; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attached to this Form)

PRIVILEGES RECOMMENDATIONS BY DEPT./SVS.
CHIEF
APPROVED
Assignment of clinical privileges will be based on education, clinical training, experience, REQUIRES AP Prﬁ)gv o
QUAL. SUPRV.
and demonstrated competence. PER AR 40.48

Clinical Privileges (Check)

1. Medical, contraceptive, obstetric, and family history.

Physical examination.

Return prenatal evaluation.

Evaluation and examination for admission to Labor Ward.

Postpartum Ward visits and examinations.

Postpartum Clinic examination.

Family Planning examination.

interconceplual well-woman gynecologic examination.

oleNjolols e

Manage the care of normal (low-risk) antepartum patients in accordance with
Nurse-Midwifery protocols (attach).

10. Determine need for and manage admission to the Labor Ward.

11. Manage the care of normal (low-risk) labor and delivery per Nurse-Midwifery
protocols (attach).

12. Manage the care and discharge of uncomplicated postpartum patients.

13. Manage the care of women at the 6-week postpartum visit.

14. Manage care of women seeking contraceptive advice and interconceptual well-
woman gynecologic care.

15. Prescribe and/or order administer TAB approved medications (attach listing).

16. Referral to other medical, nursing, or social services.

17. Orientation to prenatal care.

18. Preparation for childbirth and breastfeeding.

19. Postpartum self-care and infant care instruction.

20. Contraception counseling.

21. Other (Specify)

Diagnostic Procedures (Check)

-

Clinical pelvimetry.

Pap smear for cylology.

Wet smear and microscopic examination.

Collection of culture specimens for laboratory examination.

o Tl o

Ordering of selected laboratory, X-Ray, and ultrasound studies (per attached
protocols).

6. Conduct and interpret Electronic Fetal Monitoring (NST, OCT, intrapartum
surveillance).

7. Other (Specify)

DA FORM 5440-15-R, JUL 89 DA FORM 5440-15-R (Test), JUL B5 IS OBSOLETE
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PRIVILEGES RECOMMENDATIONS BY DEPT./SVS.

APPROVED
Assignment of clinical privileges will be based on education, clinical training, experience, REQUIRES NOT
QUAL. SUPRV. APPROVED
and demonstrated competence. PER AR 40.46

Intrapartum Procedures (Check)

1. Vaginal examinations.

Start intravenous fluids.

Amniotomy.

Placing internal fetal and uterine monitonng devices.

Augmentation of dysfunctional labor with Oxytocin.

Local perineal anesthesia.

Pudendal biock.

Episiotomy and repair (midline and medio-lateral).

LA Bl I B I e R i

Normal spontaneous vaginal delivery from OA or OP positions.

b
°©

Cervical inspection.

-
-

Repair lacerations:
a. Cervical

b. Third degree

c. Fourth degree

d. Vaginal

e. Labial and Periurethral

12. Manual removal of placenta.

13. Uterine oxploration and gauze “curettage”.

14. Bimanual compression for pastpartum hemorrhage.

Outpatient Procedures (Check)

1. Select and prescribe oral contraceptives.

Select and fit cervical diaphragm.

Salect and insert intrauterine contraceptive device for parous women.

Removal of intrauterine device.

L Pl I

Treatment of minor gynecologic problems in accordance with Nurse-Midwifery
protocols (attach).

Other Procedures (Speclfy)

PAGE 2, DA FORM 5440-15-R, JUL 89
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DELINEATION OF PRIVILEGES - REQUESTED BY DATE

NURSE PRACTITIONERS (Adult)
For use of this form, see AR 40-68; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attached to this Form)

RECOMMENDATIONS BY DEPT./SVS.
PRIVILEGES CHIEF
. APPROVED
Assignment of clinical privileges will be based on education, clinical training, experience, REQUIRES NOT
and demonstrated competence. AL SUPRY- APPROVED

Clinical Privileges (Check)

1. Routine physical examination.

Problem-specific physical examinations.

Prescribe and administer TAB approved medications (attach listing).

Initiate referral to other medical/nursing services.

Healith maintenance/disease prevention counseling.

olals|elr

Chronic disease self-management counseling.

Diagnosis and Treatment (Check)

1.  Acute llinesses (Attach Protocol(s))

a. Back pain.

b. Otitis external.

Otitis media.

c
d. Functional bowel.

e. Gastroenteritis.

f.  Hiatal hernia’esophageal reflux.
g. Singultus.

h. Acule simple gastritis.

Chronic gastritis.

j.  Hemorrhoids.

k- Constipation.

. Diarrhea.

m. Vaginal infections.

n.  Trichimonas.

0. Monilia.

p. Nonspecific bacterial vaginitis.
q.  Atropic vaginitis.

r.  Cervicitis.

8. Menstrual cramps.

t.  Hyperventilaton.

u.  Acute pneumonia.

v. Viral infections--respiratory.

w. Bacterial infections--respiratory.

x. Viral pharyngitis.

y. Presumptive strep pharyngitis.

z. Pharyngitis secondary to PND.

aa. Exudative tonsillitis.

bb. Sinusitis.

cc. Infectious mononucleosis.

DA FORM 5440-16-R, JUL 89 . DA FORM 5440-18-R (Test), JUL 85 IS OBSOLETE
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PRIVILEGES

APPROVED

NOT
APPROVED

Influenza.

Urinary tract infection.

Ingrown toenail.

dd
oo
fl. Cystitis.
ag
hh

Fungal infection.

i. Common dermatology problems.

i- Sebaceous cyst.

kk. Lipoma.

. Keratitis.

mm. Basal cell.

nn. Ganglion.

o0o. Tension headaches.

pp. Other (Specify)

2. Stable Chronic llinesses (Attach Protocol(s)).

a. Anemia.

=4

Angina.

Chemotherapy.

Congestive heart failure.

elafe

Chronic obstructive pulmonary disease.

-

Diabetes.

Estrogen therapy.

= |e

Gout.

Hyperlipoproteinemia.

j-  Hypertension.

k. Hyperthyroidism.

. Hypothyroidism.
m. Migraines.

o. Obesity.

p. Osteoarthritis.

q. Osteoporosis.

r.  Uncomplicated Peptic Ulcer Disease.

s. Rheumotoid Arthritis.

t.  Tuberculosis Prophylaxis.

u. Other (Specify)

Diagnostic Procedures (Check)

a. Order routine lab tests on blood, secretions, and urine.

Order selected radiologic studies.

Order EKGs.

b.
c
d. Collect culture and smear specimens.
e

Perform PAP smears.

f.  Other (Specify)

PAGE 2, DA FORM 5440-16-R, JUL 89
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DELINEATION OF PRIVILEGES - REQUESTED BY DATE

OB/GYN NURSE PRACTITIONER

For use of this form, see AR 40-88; the proponent agency is OTSG
(DA Form 5440A-R Must he Completed and Attached to this Form)

PRIVILEGES RECOMMENDATIONS BY DEPT./SVS.
CHIEF
APPROVED
Assignmaent of clinical privileges will be based on education, clinical training, experience, REQUIRES NOT
and demonstrated competence. P%%Akhs‘%l’ﬂ. APPROVED

Clinical Privileges (Check)

1. Gynecologic assessment (pelvic and breast) with deviations from normal being

referred to the physician
2. Diagnostic and screening tests.
3. Uncomplicated obstetrical care (antepartal, post-partal).

4. Health teaching and counseling regarding maintenance of health, family planning, and
preparation for childbirth

5. Normal newborn care.

6. Prescribe TAB approved medications (attach listing).

Diagnostic and Treatment (Check)

1. Cervicitis, erosion, and eversion of cervix.

2. Vaginitis

a. Trichomonas.

b. Monilia

c. Nonspecific or mixed.

3. Gonorrhea and those referred as Gonorrhea (contacts from Health & Environment
Division or Public Health Service).

4. Condyloma Accuminata (Venereal warts).
5. Herpes Simplex of Genitalia
6. Other (Specify)

Diagnostic Procedures (Check)

1. Pelvic Examination

Pap smear.

Breast examination.

Cryosurgery with appropriate follow-up.

1UD insertion and removal.

Diaphram fitting.

Cervical cultures and wet slides

BREEERRE

Ordering of laboratory tests.

a. Pregnancy tests.

UA, culture and sensitivity

Rubelia titer.

b
c. CBC.
d
e

Blood type and RH factor.

f. FBS, 2-hour pospradial for diabetic screening.

g. Vaginal and cervical cultures.

o AR
DA FORM 5440-17-R, JUL 89 DA FORM 5440-17-R (Test), JUL 86 IS OBSOLETE
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DELINEATION OF PRIVILEGES - REQUESTED BY DATE
PHYSICIAN ASSISTANTS

For use of this form, see AR 40-88; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attached to this Form)

PRIVILEGES RECOMMENDATIONS BY DEPT./SVS.
CHIEF
APPROVED
Assignment of clinical privileges will be based on education, clinical training, experience, REQUIRES NOT
and demonstrated competence. P%%Akhs%t:nav. APPROVED

Speciaity Areas (Check)

1. Aviation medicine.

Dermatology.

Emergency medicine.

Family practice.

alp|egDd

Orthopedics.

a. Outpatient.

b. Operating room.

6. Occupational medicine.

Non-Speciaity Areas (Check)

-

Ambulatory care clinic.

Combat and combat support battalions.

Field medical units.

Troop medical clinic.

Ll Bl IR o R

Other (Specify)

Clinical Privileges (Check)

1. Patient screening o determine need for medical care.

Supervision of immunizations (AR 40-562).

Nuclear surety evaluations (AR 40-501).

Temporary profiles (not to exceed 30 days).

L IR ol R B

Diagnose and treat minor illnesses (referral will be made to a physician for
conditions which do not respond to therapy with the first visit or whose cause is
not immediately determined). Excludes patients returning for treatment of chronic
iinesses previously documented in their medical record.

a  Adult

b. Adolescent

c. Pediatric (over two years of age).

Outpatient history and physical examinations.

Prescribe and administer TAB approved medications (atlach listing).

Order routine laboratory tests on blood, secretions, and urine.

ole[~]o

Orderé-rays of chest, abdomen, and extremities which do not require contrast
material.

10. Other (Specify)

DA FORM 5440-18-R, JUL 89 DA FORM 5440-18-R (Test), JUL 85 IS OBSOLETE
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PRIVILEGES

RECOMMENDATIONS BY
DEPT./SVS. CHIEF

Assignment of clinical privileges will be based on education, clinical training, experience,

and demonstrated competence.

APPROVED
REQUIRES
QUAL. SUPRV.
PER AR 40-48

NOT
APPROVED

Inpatient Clinical Privileges (Require Physician Review and Signature) (Check)

1.

Admission histories.

Physical examinations.

Routine doctor’s orders.

Narrative summaries.

Ll Bl ol BAd

Other (Specify)

Procedures (Check)

1.

Wound care, debridement, and suturing of minor lacerations.

. Incision and drainage abscess.

Urethral catheterization.

Administer inhalation medications.

Administer 1V fluids t0 adults.

Nasogastric and nasopharyngeal intubations.

Stabilization of fractures.

IN|O|a RN

Other (Specify)

Anesthesia

a. Digital block.

b. Intercostal.

c. Local

Exceptions (Recommended by Department/Clinic Chief)

PAGE 2, DA FORM 5440-18-R, JUL 89
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DELINEATION OF PRIVILEGES - DIETETICS

For use of this form, see AR 40-88; the proponent agency is OTSG

1. MEDICAL TREATMENT FACILITY

2.  NAME 3. RANK 4 DUTY SSi
a. DEGREE b. INSTITUTION c. DATE
8. Under-
Graduate
8. Graduste
7. REGISTRATION NO. 8. MEMBER ADA
9. POST-GRADUATE SPECIALTY TRAINING 10. PRIVILEGING PERIOD
a. FROM b. TO
11. REMARKS
»
- i iti APPLICANT'S SUPERVISOR'S CREDENTIAL COMMITTEE'S
E:Ji”,moa’yl calre wnmout's,%s"&"m'"oed"a' 0,"?:3 ismedsmenlms sg.-’.‘;’. REQUEST RECOMMENDATION RECOMMENDATION
dietitians.
Cat it - Special Privileges: Require additional . TEMP. . TEMP. | COND. T
GoOROY domonciaind hrough additional waining and | an. | Faw | Ban | Taw. | Faw | eAn | Pamv | AN APRD.
practical expertise (see item 9 above).
12. Prescribing vitamins.
13. Prescribing therapeutic nutritional supplements.
14. Ordering laboratory tests.
15. Percent body fat testing.
16. Prescribing diets other than weight control.
a. SIGNATURE b. DATE
17.  APPLICANT
18. IMMEDIATE SUPERVISOR

19.CREDENTIALS COMMITTEE REPRESENTATIVE

T ———
DA FORM 5440-19-R, JUL 89
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DELINEATION OF PRIVILEGES - OCCUPATIONAL

1.

MEDICAL TREATMENT FACILITY

THERAPY
For use of this form. see AR 40-688; the proponent agency is OTSG
2.  NAME 3. RANK 4. DUTY SSI
a. DEGREE b. INSTITUTION c. DATE

§. Under-

Graduate
6. Graduate
7. STATE LICENSURE 8. CERTIFIED AQTA NO. 9. EXPIRATION DATE

10. POST-GRADUATE SPECIALTY TRAINING 11.  PRIVILEGING PERIOD
a. FROM b. TO

Category | - General Practice. Occupational therapy

adolescents, adults. Evaluates, develop

prevention, mainlenance, and restoration programs for all categornes of patients - pediatrics,
plans and implements treatment in regard 10 occupational performance (e.9., work, leisure, and

self-care proficiencies) and performance components which include motor, cognitive, social and psychological tunction in accordance with the
professional standards established by the American Occupational Therapy Assoc. Treatment includes individual and group activities ad education.

APPLICANT'S SUPERVISOR'S CREDENTIAL COMMITTEE'S
REQUEST RECOMMENDATION RECOMMENDATION
SPECIAL
PROCEDURES
Futt | conD. | FuLL } TEmP. | coND. | FuLL | TEMP. | COND. NOT
PRWV. PRIV. PRIV. PRIV. PRIV. PRIV. PRIV. PRV. | APPD.
12. Prosthetic checkout and training (upper extremity).
13. Neurodevelopmental treatment for adults.
14. Percent Body Fat Determination.
15. Neurodevelopmental treatment of children.
16. Refer to specialty clinics.
17. Southern California sensory interpretation lesting,
administration and interpretation.
18. REMARKS
a.  SIGNATURE b. DATE

19. APPLICANT

20. IMMEDIATE SUPERVISOR

21. CREDENTIALS COMMITTEE REPRESENTATIVE

DA FORM 5440-20-R, JUL 89
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Category Il - Neuromusculoskeletal Evaluations. Evaluation and treatment of neuromusculoskeletal complaints of

the upper extremity under AR 40-48 (Non-Physician Health Care Providers). General privileges include:

ollection

of historical data regarding nature of current complaint; conducting evaluation of upper extremity; requesting routine
laboratory studies; authenticating temporary profiles either assigning or removing duty limitations (not to exceed 30

days).

korles, ace bandages); and providing treatment in clinic, TMC or peripheral unit.

oquesting routine referrals to appropriate specialty clinics; prescribing non-legend medication (betadine,

SPECIAL
PROCEDURES

APPLICANT'S
REQUEST

SUPERVISOR'S
RECOMMENDATION

CREDENTIAL COMMITTEE'S

RECOMMENDATION

FULL
PRIV.

COND.
PRWV.

FULL
PRIV,

TEMP.
PRIV.

COND.
PRIV,

FULL
PRIV.

TEMP.
PRIV.

COND.
PRIV.

NOT
APPD.

22.

Order and read hand, wrist, forearm, arm and
glenchumeral joint X-rays.

23.

Casvsplinting of fractures, contusions, strains and
sprains.

24.

Suture removal.

25.

Wound care, dressing and changing.

26.

Assist with closed reduction of routine fractures
and dislocations of the hand and wrist.

27.

Request EMG, NCV, and MCV studies of major
nerves of the upper extremity.

28.

Wirite prescriptions for analgesic and non-
steroidal/ASA compound anti-infammatory
medication. (TAB-approved list attached.)

29.

Other (Specify)

30.

REMARKS

PAGE 2, DA FORM 5440-20-R, MAY 89
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DELINEATION OF PRIVILEGES - PHYSICAL THERAPY
For use of this form, see AR 40-68; the proponent agency is OTSG

1. MEDICAL TREATMENT FACILITY

2. NAME 3. RANK 4. DUTY MOS
s. DEGREE b. INSTITUTION c. DATE
§. Under-
Graduate
8. Graduate

7. STATE LICENSURE

8. CERTIFIED APTA NO.

9. POST-GRADUATE SPEGIALTY TRAINING

10. PRIVILEGING PERIOD

a. FROM b. TO
- j " j APPLICANT" X 'S
Catogory | - Rouine physical aropy ualuatons and | ATUGGETS | nelBRRiiSNon e ST
Cat I - Special Pﬂvlloget. Require additional
skill | demonstrated through additional training and COND. | conp. | COND.
practical expertise (see item 9 above). ;g#. PRN. :gllvl. 'ﬁ&.‘&’. PRIV. :gal& Tﬁm PRIV. A'l‘}%,

11. Electromyographic 18ting.

12. Nerve conduction velocity testing.

13. Inhibitive casting.

14. Percent body fat testing.

15. Early intervention hi-risk infants.

Category Il - Neuromusculoskeletal Evaluations.

16. Request X-rays.

17. Temporary profile not exceeding 30 days.

. 18. Assign quarters up to 72 hours.

19. Refer to specialty clinics.

20. Maedication prescription (see attachment).

Category IV - Other Privileges (List below).

21. REMARKS

8. SIGNATURE

b. DATE

22. APPLICANT

23. IMMEDIATE SUPERVISOR

24.CREDENTIALS COMMITTEE REPRESENTATIVE

DA FORM 5440-21-R, JUL 89

DA FORM 5440-21-R (Test), JUL 85 IS OBSOLETE
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DELINEATION OF PRIVILEGES

For use of this form, see AR 40-88; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attached to this Form)

1. SPECIALTY

2,

REQUESTED BY

3. DATE

4. PRIVILEGES

5. RECOMMENDATIONS BY DEPT./SVS. CHIEF

APPROVED APPROVED
Assignment of clinical privileges will be based on education, clinical training, Av’;"TROV%P REQUIRES wr?:E NOT
expérience, and demonstrated competence. LIMITATION SUAL MODIFL, | APPROVED

DA FORM 5440-22-R, JUL 89

DA FORM 6440-22-R (Test), JUL 85 IS OBSOLETE
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DELINEATION OF PRIVILEGES - EMERGENCY MEDICINE REQUESTED BY DATE

For use of this form, see AR 40-68; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attached to this Form)

RECOMMENDATIONS BY DEPT./SVS. CHIEF
Assignment of clinical privileges will be based on education,

clinical training, experience and demonstrated competence. APPROVED APPROVED

NOT
APPROVED REQUIRES WITH NOT APPRDALACK

Check appropriate category and desired privileges. WITHOUT QUAL. MODIFI- APPROVED MTE/MSN
LIMITATION SUPRV. CATIONS SUPPORT

Category I. Is partially or fully trained in the specialty or has
acquired skills in the specialty through interest and experience.
May provide consultations and supervise vainees but will
obtain consultation before treating all but routine conditions or
performing other than simple diagnostic or therapeutic

procedures.

a. Minor lacerations

Minor respiratory illness; ENT iliness.

Minor gastrointestinal iliness.

b.
c
d. Minor burns.
e

Minor musculoskeletal trauma.

f.  Minor dermotologic illness without systemic involvement.

g. Minor GYN problems excluding gravid patients.
h. Detection of major abnormalities on X-rays.

i.  Peripheral intravenous access.

Category Il. Board certified or eligible for certification, or
fulfiling a practice time requirement established by the
speciaity board for gaining certification. May act
independently in most cwcumstances, provide consultations,
and supervise trainees. However, will seek advice and
consultation on complex cases.

a.  Major lacerations involving more than one layer of
closure.

b. Acute respiratory ilinesses inciuding acute respiratory
failure in the ER setting.

c. Gunshot wounds or knife injuries excluding chest or neck.

d. Acute cardiac emergencies including cardiac failure,
myocardial infarction, and cardiac arrhythmias.

e. Poisoning.

-

Near drowning.

Arthrocentesis.

zle

Thermal injuries and possible related inhalation injury.

Patients with altered consciousness.

) Management of routine ER administrative matters.

k. Severe head and neck trauma

I.  Minor abscesses, thrombosed hemorrhoids, infected
ingrown nails.

m. Caustic ingestions.

n. Chemical or nuclear injury.

0. Management of rape or sexual assault victims.

p. Initial management of suspected cervical spine injury.
q. Placement of nasogastric tubes.

~

Acute psychiatric iliness, suicidal patients.

s. Alcohol and drug overdose and withdrawal syndromes.

t  Multiple trauma victims.

u. Critically burned patient.

DA FORM 5440-23-R, JUL 89 DA FORM 5440-23-R (Test), JUL 85 IS OBSOLETE
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Assignment of clinical privileges will be based on education,
clinical training, experience and demonstrated competence.

RECOMMENDATIONS BY DEPT./SVS. CHIEF

APPROVED %‘E’Eﬁ?&’?&’ APW%XED NOT APPF':SI{ACK
Check appropriate category and desired privileges. WITHOUT QUAL. MODIFI- APPROVED MTF/MSN
LIMITATION SUPRV. CATIONS SUPPORT
v. Animal and human bites.
w. Eye trauma or illness
x.  Uncomplicated pneumothorax (with or without tension)
y. Acute compartment compression syndrome.

Z.

Use of lumbar puncture as diagnostic technique.

aa. Use of MAST device in hypotensive patients.

Category ill. Competent in all Category W privileges. The
staff member must have been certified by the specialty board
or have equivalency by virtue of training and experience. Acts
independently in directing patient care, providing consultations,
and supervising other practitioners subject to peer review.

a

Airway maintenance including emergency crico-
thyreotomy and nasotracheal and orolracheal intubation.

Transvenous and transthoracic cardiac pacemaker
placement.

Placement of arterial monitoring devices.

Paracentesis.

Thoracentesis and placement of thoracostomy tube with
intrathoracic suction.

Reduction of fracture dislocations which offer
neurovascular Compromise.

Central venous catheter placement.

Pericardiocentesis.

Use of ventilalor (mechanical) and application of arterial
and venous blood gas data to the use of the same.

Prehospital radio communications, EMT SOPs.

Peritoneal lavage.

Be familiar with, by recall, the ER Policy Manual.

For full certification in this category, applicant should have
3,000 hours ER experience. It not, indicate approximate
number of hours:

(1) 0 - 1,000
{2) 1,000 - 2,000
(3) 2,000

Cataegory IV. Extensive relevant training or experience
beyond board certification.

a.

Competent in Categories, 1, Hl, and Iil.

b.

In the absence of immediate consultant care, the surgical
management of feaking or ruplured thoracic aneurysm in
life-threatening situation, inclusive of emergency
thoracostomy and cross-clamping of the aoria, open
cardiac massage, but not inclusive of bypass techniques
or definitive repair.

In the absence of consultant care, the surgical
management of through-and-through wounds to the
chest not inclusive of bypass techniques or definitive
repair.

Have management experience or documented training in
triage supervision in mass casualty.

In the absence of consultant, be familiar with ER
techniques for evaluation of acule subdural hematomas
and able to use this knowledge.

PAGE 2, DA FORM 5440-23-R, MAY 89
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Assignment of clinical privileges will be buod on education,
clinical training, experience and demonstrated competence.

RECOMMENDATIONS BY DEPT./SVS. CHIEF

APPROVED ?a?o?;?xgg AP NOT APPROLACK
Check appropriate category and desired privileges. LW‘ON s%g%/ . gAngJs APPROVED swm

Other

(1) Currently certified in BCLS.

(2) Currently certified in ACLS.

(3) Currently certified in ATLS.

(4) Prescribe schedule 1V drugs, as appropriate.

(5) Prescribe schedule il drugs, as appropriate.

(6) Prescribe schedule 1l drugs, as appropriate.
Category 1, 1L, 1l IV (Identify category).

Exceptions (Other than above). (Specity)

Additional Privileges (Specify)

PAGE 3, DA FORM 5440-23-R, MAY 89
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DELINEATION OF PRIVILEGES - AVIATION MEDICINE CHECK ONE

For use of this form, see AR 40-68; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attached to this Form) D AC D USAR D ARNG
REQUESTED BY DATE

Aviation Medicine is to promote aviation safety and prevent iliness and injury of Army avialors and aviation support personnel; provide
medical support in selection personne! for aviation-related training; make recommendations regarding continued utilization of aviaton
personnel who may develop physical disabilities.

Practitioners will demonstrate skills in interviewing, examination, assessment, and management of patients with general medicine, obstetrical,
surgical and psychiatric health problems. Seriously ill patients will be managed in consuitation with or direct referral to specialty physicians.
Note: Aviation Medicine clinical privileges are divided into the four Family Practice categories. DA Form 5440-2-R (Delineation of
Privileges - Family Practice) will be completed and attached to this form.

PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
e gl o
Check aviation medicine specific privileges below. LIMITA- QUAL. MODIFI- PROVED MTF/MSN
TION SUPRV. CATIONS SUPPORT

Perform physical examinations to aid in the selection of personnet
who are physically and psychologically fit for flying, and who can be
expected to remain fit throughout an entire career.

Evaluation of, monitoring of, and protection from psycho-
physiological stresses of the flight environment.

Aeromedical investigation of the causes and results of aircraft
accidents and incidents, with the goal of preventing future similar
accidents and injuries.

Aeromedical staff duties, including being on the personal special staff
of the aviation unit commander as primary medical, advisor, gan
cipating in the unit safety programs, acting as a member of Flight
Evaluation Boards, supervision of fitting and use of personal lift
support equipment, and supervision/coordination of hospital and or
installation aeromedical activities as appropriate.

Participation on a regular basis in operational flights, field problems,
and missions of aviation units assigned to post.

Interview newly assigned flight personnel, and review their health
records; interview and review health records of downed personnel,
before granting a medical clearance for flying (DA Form 4186).

ADDITIONS (Specify)

EXCEPTIONS (Recommended by Department Chief)

[ oA Form 5440-2-R completed and atiached.

DA FORM 5440-24-R, JUL 89
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DELINEATION OF PRIVILEGES - GENERAL MEDICAL OFFICER

For use of this form, see AR 40-68; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attached to this Form)

CHECK ONE

0O ac

a

usaR [ ARNG

REQUESTED BY

DATE

Assignment of clinical privileges will be based on education, clinical training, experience, and demonstrated skills in interviewing,
examination, assessment, and management of patients with general medical, obstetical, surgical, and psychialric problems.

Consultation will be obtained from specialists before initiating elective care of pal
In an emergency, will do all in his or her power to save life or prevent disability,

tients with serious or compiicated illnesses or major injuries.
to include calling for available consultations.

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Check desired privileges below.

APPROVED
WITHOUT
LIMITA-
TION

APPROVED
REQUIRES
AL

QUAL.
SUPRV.

APPROVED
WITH
MODIF1-
CATIONS

NOT
AP-
PROVED

NOT APPD.

Phrslcal evaluation. History and physical examination 10
include vaginal and rectal.

Diagnostic tests. Order and initially interpret ECG; order
taboratory tests on blood, urine, and secretions and radiologic
tests (including contrast material) which do not require

italization; basic initial radiographic interpretations (skull,
spine, chest, abdomen and extremities).

Medication. Initiate drug therapy for acute and chronic
common ilinesses not requiring hospitalization, and continue
therapy in followup of conditions where therapy was initiated by
a consultant.

Procedures. Excision of superficial skin subcutaneous lesions
for pathologic study, suture of minor facerations (except eyelids),
1&D simple abscesses, cast simple fractures, aspirate or inject
joints, and lumbar punctures, as applicable to the clinic seting.

a. Basic cardiac life support.

b. Advanced cardiac life support.

c. Emergency airway management, basic.

d. Emergency airway managemont, advanced.

e. Cannulation and gastric lavage.

Admission of patients to a specialty service.

Treatment of ARD inpatients.

Familiarity with regulations regarding reportable diseases; e.g.,
veqereal, hepatitis.

Triage and management of mass casually situations.

Profiling officer AW AR 40-501 (Temporary Profile).

ADDITIONS (Specify)

EXCEPTIONS (Recommended by Department Chief)

DA FORM 5440-25-R, JUL 89
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DELINEATION OF PRIVILEGES - TROOP MEDICAL CHECK ONE
For use of this form, ;IeNt\IF?dgsl.:YlfelsgpAoneﬁt agency is OTSG D AC D USAR D ARNG
(DA Form 5440A-R Must be Completed and Attached to this Form)
REQUESTED BY DATE
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Assignment of Glinical privileges will be based on education, | Wiour | Reaumes | “wim - | Amr | “hokor
cgnlcal training, experience, and demonstrated competence. LIMITA: SR MoDIEL. | PROVED | MY
General.
1. Diagnose and treat acute minor liness.
2. Prescribe routine medications.
3. Administration of medication (excluding 1.V. meds, except
emergency).
4. Administration of LV. fluids and referral.
5. Routine cultures.
6. Local anesthesia.
7. Digital block anesthesia.
8. Repair of simple lacerations.
9. Removal of foreign bodies from soft tissue which are exposed
and/or superficial in nature.
10. Skin and superficial iacerations.
11. Basic life support, cardiopulmonary resuscitation.
12. Advanced cardiopulmonary resuscitation.
13. Initial interpretation of X-rays.
internatl Medicine.
1. Electrocardiograph, initial interpretation.
2. Pneumothorax, emergency treatment.
Dermatology.
I KOH Prep.
Gynecology.
1. Pelvic bimanual exam, Pap smear, breast exam.
2. Treatment of pelvic inflammatory disease, nonsurgical with
consultation.
3. Prescribing of oral contraceptives.
4. Removal of IUD.

General Surgery.

1. Incision and drainage, simple abscess.

2. Incision and drainage of external thrombotic hemorrhoid, pilonidat

cysl, followed by referral.

Orthopedic Surgery.

1. Initial and emergency management of trauma, minor or major,

pending transfer.

Suturing of minor digital and extremity lacerations not invoiving
nerve, tendon or vessel repair.

Nonsurgical management of back and neck pain.

Initial man

ment and care of closed fracture (including
casting) fol

by referral.

a. Hand and wrist.

(1) Nondisplaced fracture, closed management,
followed by referral.

DA FORM 5440-26-1-R, JUL 89
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REQUESTED BY DATE
PRIVILEGES RECOMMENDATIONS BY DEPT /SVS. CHIEF
Assignment of clinical privileges will be based on education, AVD;PROVED APPROVED | APPROVED 297 NPAT &P&D
clinical training, experience, and demonstrated competence. WITHOUT | REQUIRES |  mODIFI- PRGVED SN
TION SUPRV. CATIONS SUPPORT

Orthopedic Surgery (Continued).

b. Forearm and shoulder girdle: Nondispatched fractures,
closed management followed by referral.

c. Knee: nondisplaced, followed by referral.

Management and care of closed fracture (including
casting).

(1) Foot Ingrown toe nail, management.

(2) Ankie: Severe sprain, closed management
followed by referral.

EENT.

1. Treatment of anterior nose bleeds.

Packing of posterior nose bleeds and stat referral.

3. Minor EENT problems, i.e., otitis media, tonsillitis, conjunctivitis,
sinusitis.

Psychiatry/Neurology.

1. Neurological examination.

2. rs%ghomerapeuﬁc medication prior to transfer to Acute Care
acility.

3. Immediate crisis interaction pending referral.

Genitourinary.

1. Management of minor GU problems.

2. Catheterization followed by referral.

Opthaimology.

1. Removal of loose foreign body.

2. Removal of imbedded corneal surface foreign body.

Optometry.

I 1. Eye examination {routine).

Emergency Medicine.

1. Administration of emergency LV. fluids.

Administration of emergency L.V. medications.

Tube Thoracostomy, emergency.

Cricothyroidotomy, emergency.

Endotracheal intubation, emergency.

Basic life supporl, cardiopulmonary resuscitation.

Advanced cardiopulmonary resuscitation.

eiNjOjO RN

QGastric lavage.

EXCEPTIONS (Specify)

ADDITIONAL PRIVILEGES (Specify)

PAGE 2, DA FORM 5440-26-1-R, JUL 89
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DELINEATION OF PRIVILEGES - TROOP MEDICAL
CLINIC DENTISTS - GENERAL DENTISTRY

For use of this form, see AR 40-68; the proponent agency is OTSG
(DA Form 5440A-R Must be Completed and Attached to this Form)

CHECK ONE

O ac O usan [J] ARNG

REQUESTED BY

DATE

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

nical training, experience, and demonstrated competence.

APPROVED APPROVED APPROVED NOT NOT APPD.
WITHOUT REQUIRES WITH AP- LACK OF
LIMITA- QUAL, MODIFI- PROVED MTF/MSN

TION SUPRV. CATIONS SUPPORT

Assgnment of clinical privileges will be based on education,
1

Diagnostic: All procedures excepi--
00310 Sialography o
00450 Macroscopic lissue examination
00451 Microscopic tissue exarnination

2. Preventive: All procedures.

3. Restorative: All procedures except--
02400 (Series) Gold foil restorations
02500 (Series) Cast inlay restorations
02600 (Series) Porcelain restorations

4. Endodontics: All procedures except--
03350 Apenxification/Specification treatment
03410 Apicoectom¥
03420 Retrograde filling
03480 Pneumatization
03960  Bleaching discolored teeth
03970 Perforation repair
03980 Endodontic endosseus implant
03981 Endodontic internal splint

§.  Peridontics: Only--
04321 Provisional splint, extracoronal
04330 Occlusal adjustment, limited
04342 Peridontal scaling
04343 Peridontal scaling and root planning
04351 Root desensitation

6. Removable Prostholdontics: Only--
05611 Complete denture repair
05621 Partial denture repair
05810 Denture temporary - Maxillary
05811 Denture temporary - Mandibular

7.  Fixed Prosthodontics: Only--
06600 (Series) Repairs
06711 Acrylic resin interim (Prefabricated)
06712 Acrylic resin interim (Autopolyminizing)
06718 Dowel & Core, metai
06709 Stain;less steel, aluminum, interim

8. Oral Surgery: Only--
07110 Tooth removal
07120 Tooth removal, complicated
07140 Tooth replantation
07210 Repair traumatic wounds, simple (Under 5 cm)
07320 Alveoloplasty
07511 Incision and drainage
07811 Reduction of distocation
07901 Postsurgical treatment
07902 Osteitis treatment

9. Adjunctive General Services: All procedures except--
098924 Diagnostic mounting
09925 Mandibular recording
09940 Mouth protectors
09941 Resin stints
09942 Flouride carriers
09943 Radiation shield
098944 Radiation needle carrier
09220 General anesthesia
09231 Intravenous sedation or analgesia
09232 Intramuscular sedation or analgesia
09233 Inhalation sedation or analgesia
09234 Oral sedation or analgesia
09235 Hypnosis
00610 Therapeutic medication by injection
09700 (Series) hospital services
09771 Hyperbaric monitoring

ADDITIONAL PRIVILEGES (Specity)

EXCEPTIONS (Specity)

DA FORM 5440-26-2-R, JUL 89
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DELINEATION OF PRIVILEGES - TROOP MEDICAL | GHECK ONE
For use of this o':mggmﬁﬁffmﬁm is OTSG O ac [0 usan  [J amnG
(DA Form 5440A-R Must be Completed and Attached to this Form)
REQUESTED B8Y DATE
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Asslﬂnmem ot clinical privileges will be based on education, ot | Reauies AP A NACK OF
clinical training, experience, and demonstrated competence. LiiTA: SuaL MODIFL | PROVED | MIERaRY
General.
1. Diagnose and treat acute minor ilness.
2. Prescribe roytine medications.
3. Administration of medication (excluding I.V. meds, except
emargency).
4. Administration of L.V. fiuids and referral.
5. Routine cultures.
6. Local anesthesia.
7. Digital block anesthesia.
8. Repair of simple lacerations.
9. Removal of foreign bodies from soft tissue which are exposed
and/or superficial in nature.
10. Skin and superficial lacerations.
11. Basic life support, cardiopulmonary resuscitation.
12. Advanced cardiopulmonary resuscitation.
13. Initial interpretation of X-rays.
Internal Medicine.
1. Electrocardiograph, initial interpretation.
2. Pneumothorax, emergency treatment.
Dermatology.
KOH Prep.
Gynecology.
1. Pelvic bimanual exam, Pap smear, breast exam.
2. Treatment of pelvic inflammatory disease, nonsurgical with
consultation.
3. Prescribing of oral contraceplives.
4. Removal of 1UD.
General Surgery.
1. Incision and drainage, simple abscess. )
2. tncision and drainage of external thrombotic hemorrhoid, pilonid
cyst, followed by referral.
Orthopedic Surgery.
1. Initial and emergency management of trauma, minor or mMajor,
pending transfer.
2. Suluring of minor digital and extremity lacerations not involving
nerve, tendon or vessel repair.
3. Nonsurgical management of back and neck pain.
4. Initial mana&n;ednt and care of closed fracture (including
casting) fol by referral.
a. Hand and wrist.
(1) Nondisplaced fracture, closed management,
followed by referral.
IR R

DA FORM 5440-26-3-R, JUL 89
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REQUESTED BY DATE

PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
An‘mnmont of clinical privileges will be based on education, | APPROVED | APPROVED | APPROVED NOT NOT APPD.
nical training, experience, and demonstrated competence. WITHOUT | REQUIRES |  rooi. parven | wEmMen
TION SUPRV. CATIONS SUPPORT
Orthopedic Surgery (Continued).

b. Forearm and shoulder girdie: Nondispaiched fractures,
clased management followed by referral.

c. Knee: nondisplaced, followed by referral.

d. Management and care of closed fracture (including
casting).

(1) Foot: Ingrown toe nail, management.

(2) Ankle: Severe sprain, closed management
followed by referral.

EENT.

1. Treatment of anterior nose bleeds.

2. Packing of posterior nose bleeds and stat referral.

3. Minor EENT problems, i.e., otitis media, tonsillitis, conjunctivitis,
sinusitis.

Psychiatry/Neurology.

1. Neurological examination.

2. ;’sychotherapeutic medication prior 10 transfer to Acute Care
acility.

3. Immediate crisis interaction pending referral.

Genitourinary.

1. Management of minor GU problems.

2. Catheterization followed by referral.

Opthaimology.

1. Removal of loose foreign body.

2. Removal of imbedded corneal surface foreign body.

Optometry.

l 1. Eye examination (routine).

Emergency Medicine.

-

Administration of emergency 1.V. fluids.

Administration of emergency |.V. medicatons.

Tube Thoracostomy, emergency.

Cricothyroidotomy, emergency.

Endotracheal intubation, emergency.

Basic life support, cardiopulmonary resuscitation.

Advanced cardiopulmonary resuscitation.

IN|o|o| @] N

Gastric lavage.

EXCEPTIONS (Specity)

ADDITIONAL PRIVILEGES (Specify)

S——
PAGE 2, DA FORM 5440-26-3-R, JUL 89
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EVALUATION OF PRIVILEGES - ANESTHESIA PERICD DATE
For use of this form, see AR 40-68; the proponent agency is OTSG FROM T0
RATED 8Y PRIVILEGES PERFORMED 8Y TREATMENT FACILITY
TITLE
PRVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
ACCEPT- BORDER- UNACCEPT- REQUIRES SELDOM
Privileges evaluation wilt bo::r::gn q‘n n:;orouoh appraisals ot clinical v ROE! \CCE! Em. SELDO
) EDUCATION CISED
Category 1.
Category Il
Category il

The management of procedures for rendering a patient insensible to
pam and emotional stress during surgical, obstetrical and certain medical
procedures.

b. The support of life functions under the stress of anesthetic and
surgical manipulations.

c. The clinical management of the patient unconscious from whatever
cause.

d. The management of problems in pain relief.

e. The management of problems in cardiac and respiratory resuscitation.

f. The application of specific methods of respiratory therapy.

g. The clinical management af various fluid, electrolyte, and taboli
disturbances.

TYPE PATIENT

Adult

w

=

Pediatric

Newbomn

e

Obstetrical Only

TYPE ANESTHESIA

a. General

b. Regional

(1) Spinal

(2) Epidural

(3) Caudal/Pudendal

(4) Nerve Block

(5) Auxiliary Blocks

(6) Intravenous (Bier-Block)

SPECIAL PROCEDURES

Arterial Pressure Lines

olw

Central Venous Pressure Line

Swan-Ganz Catheter

ArterialVenous Puncture

ole|P

Hypothermia

-

Other (Specify) -

COMMENTS (Borderline and unacceptable ratings will be addressed.)

SRRSO
DA FORM 5441-R, JUL 89 DA FORM 5441-R (Test), JUL 85 IS OBSOLETE
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AN
PERIOD DATE TREATMENT FACILITY *
FROM TO
RATED BY PRMILEGES PERFORMED BY
TIMLE
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF

Privilages evaluation will be based on thorough appralsals of clinical

performance.

ACCEPT-
ABLE

BORDER-
LINE

UNACCEPT-
ABLE

REQUIRES
ADDL.
EDUCATION

SELDOM

Category | - Dental Hygienists

Category II - Dental Therapy Assistants (DTA)

Category Iit - General Dentists (63A)

Category IV - Specialists

SPECIALTIES (Check speciaity area for privileges performed)

Praventive Dentistry/Dental Public Health (63H)

Oral Medicine and Oral Pathology (63C, 63P)

Pedodontics (63K)

Orthodontics (63M)

Prosthodontics, Fixed (63F)

~[o]alefe]e

Proshodontics, Removable (63G)

Periodontics (63D)

=le

Endodontics (63E)

General Dentistry (638)

Oral Surgery (63N)

-

f.  Other Privileges (Specify)

COMMENTS (Borderiine and unacceplable ratings will be addressed.)

PAGE 2, DA FORM 5441-R, MAY 89
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EVALUATION OF PRIVILEGES - DENTISTRY
For use of this form, see AR 40-88; the proponent agency is OTSG

PERIOD

FROM

TO

DATE

RATED BY PRIVILEGES PERFORMED BY

TIMLE

TREATMENT FACILITY

PRMVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Privileges evaluation will be based on thorough appraisals of clinical
performance.

ACCEPT-
ABLE

BORDER-
LINE

UNACCEPT-
ABLE

REQUIRES
ADDL.
EDUCATION

SELDOM
EXER-
CISED

Category | - General Dentists (63A)

Category Il - Specialists

SPECIALTIES (Check speciaity ares for privileges performed)

a. General Dentistry (638)
b. Periodontics (63D)

Endodontics (63E)

Prosthodontics (63F)

o|e|e

Dental public health (63H)

™~

Pediatric Dentestry (63K)

e

Orthodontics (63M)

Oral Surgery (63N)

x| -

Oral Pathology (63P)

f.  Other Privileges (Specify)

COMMENTS (Borderline and unacceptable ratings will be addressed.)

SUPERVISOR'S SIGNATURE

DA FORM 5441-1-R, JUL 89

T
DA FORM 5441-1-R (Test), JUI 85 IS OBSOLETE

DATE
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EVALUATION OF PRIVILEGES - FAMILY PRACTICE PERICO

For use of this form, see AR 40-68; the proponent agency is OTSG

FROM

TO

DATE

RATED BY

TITLE

PRIVILEGES PERFORMED BY

TREATMENT FACILITY

PRMLEGES

RECOMMENDATIONS BY DEPT /SVS. CHIEF

Privileges evaluation will be based on thorough appraisals of clinical ACCEPT-

performance.

ABLE

BORDER-
LINE

UNACCEPT-
ABLE

REQUIRES
ADDL.
EDUCATION

SELDOM
EXER-
CISED

Category |.

PROCEDURES/SKILLS (Check Privileges Performed)

Proctosigmoidoscopy

1=

ECG Performance and Initial Interpretations

o

Basic Radio Interpretations (Skull, spine, CXR,

abdomen, VP, and extremity)

Insertion/Removal of IUD

Regional Anesthesia

Splinting/Casting/Immobilizing of Simple Fractures

ol ~lela

Other (Specify)

l Category ii.

PROCEDURES/SKILLS (Check Privileges Performed)

Lumbar Puncture (Adult and Child)

Infant/Newborn Resuscitation

Vagina! Delivery (Uncomplicated)

Endometrial Biopsy

slalolow

Other (Specify)

| category m.

PROCEDURES/SKILLS (Check Privileges Performed)

Joint Aspiration/injection

Diagnostic Thoracentesis With or Without Biops

Abdominal Pericentesis

Bone Marrow Aspiration and Biopsy

Low Forceps Delivery

Vacuum Extraction

Obstetrical Anesthesia

slel~[e]|ale|o|®

Culdocentesis

Dilation & Curettage

First Assist at Major Surgical Procedures

Flexible Sigmoidoscopy

Reduction of Simple Fractures of Extremities

)

Vasectomy

DA FORM 5441-2-R, JUL 89

DA FORM 5441-2-R (Test), JUL 85 IS OBSOLETE

I
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TREATMENT FACILITY

PERIOD DA E

FROM TO

RATED BY PRIVILEGES PERFORMED BY
TLE

PRIVILEGES

RECOMMENDATIONS BY DEPT/SVS. CHIEF

Privileges evaluation will be based on thorough appraisals of clinics! ACCEPT-

performance.

ABLE

BORDER-
LINE

UNACCEPT- REQUIRES SELDOM
ABLE ADDL. EXER-
EDUCATION CISED

Category Wl (Continued).

ADDITIONAL PRIVILEGES (Speciy)

EXCEPTIONS (Recommended by Department Chief)

| Category IV.

PROCEDURES/SKILLS (Check Privileges Performed)

Swan-Ganz Catherization

Management of Severe Pre-eclampsia

~[elele]e]®

ADDITIONAL PRIVILEGES (Specify)

EXCEPTIONS (Recommended by Department Chief)

COMMENTS (Borderiine and unacceptable ratings will be addressed.)

e
PAGE 2, DA FORM 5441-2-R, JUL 89
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EVALUATION OF PRIVILEGES - INTERNAL PERIOD DATE
MEDICINE AND SUBSPECIALTY T
For use of this form, see AR 40-68; the proponent agency is OTSG FROM °
RATED BY PRMVILEGES PERFORMED BY TREATMENT FACILITY

TITLE

PRIVILEGES

RECOMMENDATIONS BY DEPY /SVS. CHIEF

Privileges evaluation will be based on thorough appraisais of clinical ACCEPT-

performances.

ABLE

BORDER-
LINE

UNACCEPT-
ABLE

REQUIRES
ADDL.
EDUCATION

SELDOM
CISED

CLINICAL AREAS. (Write |, Ii, Ill, or IV to indicate the c.tooory or Privileges
In Each Area

That You Are Requesting Privileges.

Allergy-Immunology

Cardiology

Dermatology

Endoctrine and metabolic diseases

Gastroenterology

Hematology

Infectious disease

sle|~[elale|e]|®

Internal medicine

Nephrology

Pulmonary disease

——

k. Rheumatology

1. Oncology

SPECIAL PROCEDURES (Check the Procedures for Which Privileges are

Requested and Attach a Statement indicating Your Quailfications to
Perform Each of Them.

Special Studies, invasive

a. Arterial puncture and cannulation

Angiography, cerebral

Arteriography

Arthrocentesis

Bronchial brushing

~lolalo|o

Bronchial lavage

Bronchograms

Fle

Bone marrow aspiration

Cardiac Catherization

Cardiac pacemaker (Transvenous)

——

x

Cholangiography, percutaneous

Cisternal Tap

Hemodialysis

Hemofiltration

tymphangiography

Myslography

Paracentesis, abdominal

SlelvieiPl3

Pericardiocentesis

Peritoneal dialysis

»

t.  Phlebography

Y
DA FORM 5441-3-R, JUL 89

DA FORM 5441-3-R (Test), JUL 85 IS OBSOLETE
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PERIOD DATE TREATMENT FACILITY
FROM T0
RATED BY PRIVILEGES PERFORMED BY
TITLE
PRIVILEGES RECOMMENDATIONS BY DEPT/SVS. CHIEF

Privileges evaluation will be based on thorough appraisais of clinical
performance.

ACCEPT-
ABLE

BORDER-
LINE

UNACCEPT- REQUIRES SELDOM
ABLE ADDL. EXER-
EDUCATION CISED

Special Studies, Invasive (Continued)

u. Plasmaphoresis

Pneumoencephalography

v
w. Spinal tap
x. Subclavian puncture

Swan-Ganz catherization

<

2. Thoracentesis

Other (Specify)

Biopsy and Excision. Needie Biopsy of:

la. Bone Marrow

Kidney

Liver

Lung

Thyroid

~lelelele

Pericardial biopsy (Closed)

Peritoneal biopsy (Closed)

zle

Pleural biopsy (Closed)

Skin biopsy

- ts'Bgll intestinal biopsy with Crosby capsule & Shiner
u

Other (Specity)

Endoscopy

Bronchoscopy

Colonoscopy

Duodenoscopy

Esophagoscopy

Mediastinoscopy

Peritoneoscopy

NEREREE

. Sigmoidoscopy

Other (Specify)

PAGE 2, DA FORM 5441-3-R, JUL 893
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PERIOD DATE

FROM TO

RATED 8Y PRIVILEGES PERFORMED 8Y
TIMLE

TREATMENT FACKITY

PRIVILEGES

RECOMMENDATIONS BY DEPT /BVE. CHIEF

Privileges evaluation will be based on thorough sppraisals of clinical

performance.

ACCEPT-
ABLE

BORDER-
LINE

UNACCEPT-
ABLE

MM'EG
EDUCATION

SELDOM
EXER-

Special Studies, Non-invasive and Other Procedures

a.

Echocardiography

ECG interpretation

Electroconvulsant therapy

EEG interpretation

Electromyography

~lelele

Endotracheal intubation

@

Other intubation (Specify)

Esophageal dilatation

Hypnosis

Peripheral vascular studies (Non-invasive)

Phonocardiography

Pulmonary function interpretation

Radioactive isotopes, diagnostic

Radioactive isotopes, therapeutic

Vectorcardiography interpretation

Respirator management

Diagnostic/Therapeutic radiology (Specify)

Other (Specity)

COMMENTS (Borderiine and unacceplable ratings will be addressed.)

PAGE 3, DA FORM 5441-3-R, JUL 89
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EVALUATION OF PRIVILEGES - NEUROLOGY PERICO DATE
For use of this form, see AR 40-88; the proponent agency is OTSG FROM 10
RATED BY PRIVILEGES PERFORMED 8Y TREATMENT FACILITY

TITLE

PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Privii evaluation will be based on thorough ACCEPT- BORDER- UNACCEPT- REQUIRES SELDOM
eges " p."omo::‘“ gh appralsals of clinical ABLE LINE ABLE ADDL. EXER-
" EDUCATION CISED
Category |. Emergency Care
Uncomplicated ilinesses or problems which have low risk to the patient
such as recurrent headache or .uncomplicated epilepsy ot with no
available treatment such as completed ischemic stroke, progressive
dementia in the elderly, and cerebral palsy.
Internists, pediatricians, family praclitioners, and psychiatrists where
neurology training has been included in their residency expetience.
Cetegory il.  Category |
Maiov ilinesses, injuries, conditions or procedures with little immediate risk
to life, in child or adult such as multiple sclerosis, Parkinson's disease,
and transient ischemic attacks. Management of crippling or life
threatening disorder whete category I and IV supervisor is available.
Performance of EMG, EEG, evoked potentiais and similar tests for which
the applicant has had specific training.
One year of general postgraduate education and two years of speciaity
training in adult or child neurology.
Category ll.  Categories | and Il
Management of all conditions affecting the nervous system in aduils
oxcept for those patients requiring neurosurgical intervention.
Management of common non-life threatening conditions in children.
Completion of neurology training in aduit neurology.
Category IV.  Categovies |, I, and Wi
Management of all neurologic conditions affecting children except those
children requiring neutog‘)g%al intervention (child neurology). Diagnosis
and management of refractory seizure disorders, unusual neuromuscular
disorders or other problems reflecting additional subspecialty skills.
Individual patients display complexity exceeding those of Category lil.
Requite post residency fellowships or child neurology
residency/tellowship.
SPECIAL PROCEDURES.
a. Lumbar Puncture
b. Cisternal Tap
¢. Subdural Tap (Infants)
d. Electroencephalogram (EEG)
e. Brain Stem Auditory Evoked Response
f.  Visual Evoked Response
g. Somatosensory Evoked Response
h. Electromyogram (EMG)
i. Myelogram
Other (Specity)
COMMENTS (Borderiine and unacceptable ratings will be addressed.) (Use reverse if needed.)
SUPERVISOR'S SIGNATURE DATE

DA FORM 5441-4-R, JUL 89

DA FORM 5441-4-R (Test), JUL 86 IS OBSOLETE
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EVALUATION OF PRIVILEGES - OBSTETRICS AND | "=

GYNECOLOGY

For use of this form, see AR 40-88; the proponent agency is OTSG

FROM

TO

DATE

RATED BY PRIVILEGES PERFORMED BY

TITLE

TREATMENT FACILITY

PRIVILEGES

RAECOMMENDATIONS BY DEPT /SVS. CHIEF

Privileges evaluation will be based on thorough appraisals of clinical ACfBEtPET -

performance. Check category (fevel) of performance.

BORDER-
LINE

UNACCEPT-
ABLE

REM.ES

EDUCATION

SELDOM
EXER-
CISED

Category |.

Emergency care

Normal antepartum and postpartum care

Normal labor and delivery

Matemal-fetal monitoring

Local infiltration anesthesia

Pudendal block anesthesia

a
b
c
d
©. Episiotomy and repair of second degree laceration
f.
g
h

Use of oxytocic drugs after completion of third stage

i.  Sigmoidoscopy

Category il

a Cervical dilation and curettage (including vacuum)

b. Biopsy of cervix, endometrium, or vulva

‘c. Abdominal salpingo-oopherectomy, ovarian cystectomy

d. Abdominal tubal interruption
e. Incidental appendectomy
Amniocentesis
g. Repair of third and fourth degree lacerations
h. Drainage/marsupialization of bartholin cyst

Fetal scalp sampling

i-  Neonatal resuscitation

k. Neonatal resuscitation

. Elective low forceps

exploration

m. Manual removal of placeenta and postpartum uterine

n.  Circumcision of newborn

Category Il

a.  Hysterosalpingography
b. Hysteroscopy

Laparoscopy, diagnostic and operative

Ureleroscopy and cystoscopy

Supraclavicular or other superficial node biopsy

~lole]e

Abdominal hysterectomy

Partial omentectomy

sle

Myomectomy and uterine plastic procedures

Urethrovesical suspension

j  Repair of cystocele and rectocele

DA FORM 5441-5-R, JUL 89

DA FORM 5441-5-R (Test), JUL 85 IS OBSOLETE



170 AR 40-68 ¢ 20 December 1989 ¢« R-Forms



PERIOD DATE TREATMENT FACILITY
FROM TO
RATED BY PRIVILEGES PERFORMED BY
TITLE
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Privileges evaluation will be :::m thorough appraisals of clinical unaccepr. | Requimes | sELooM
EDUCATION CISED

Category HI (Continued).

k. Repair of injury to bladder

I Vaginal hysterectomy

m. Vaginal tubal interruption

n.  Cervical conization

o. Cervical cerclage

p. Al vaginal deliveries

q. Al Caeserean deliveries

r. Intrauterine radioactive source applications

8.  Venous catheter insertion

t.  Paracervical anesthesia

u. Tubal reconstructive procedures not using microsurgery

Category IV.

a Extirpative and reconstructive gynecologic surgery, including

radical hysterectomy, vulvectomy, Lelymph-adenectomy, and
exenteration

b. Surgical repair of injury to bowel, ureter, and pelvic vessels

c. Bowel resection and bypass

d. Bowel-urinary conduits

o. Tubal reconstructive procedures using microsurgery

f.  Urodynamic examination

9- Colposcopy

h. Obstetric ultrasound imaging

i. Intra-amniotic operative procedures

j  Surgical application of lasers

k. Placement of intra-arterial catheter

. Regional anesthesia

CATEGORY |, II, lil, IV (Identify Category)
ADDITIONAL PRIVILEGES (Speciy)

COMMENTS (Borderline and unacceplable ratings will be addressed.)
SUPERVISOR'S SIGNATURE DATE

PAGE 2, DA FORM 5441-5-R, JUL 89
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EVALUATION OF PRIVILEGES -
OPTOMETRY SERVICE
For use of this form, see AR 40-88; the proponent agency is OTSG

PERICD

FROM

TO

OATE

RATED BY PRVILEGES PERFORMED BY

TITLE

TREATMENT FACILITY

PRMVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Privileges evaluation will be based on thorough appraisals of clinical
performance.

ACCEPT-
ABLE

BORDER-
LINE

UNACCEPT-
ABLE

REQUIRES
ADDL
EDUCATION

Category I .

Privileges in this cale?'ovy are for uncomplicated ilinesses, injuries, or
routine procedures which may require diagnostic drugs. When doubt exists
as to the diagnosis or in cases in which improvement is not soon apparent,
consuitation will be sought.

Category il.

Privi include Cat i, plus practitioners may evaiuate, diagnose and
treat difficult and com, vision//eye disorders. May act as consullants but
are expected to request consultation when:

(1) The diagnosis and/or management remains in doubt over an unduly
long period of time;

(2) Unexpected complications arise which are outside this level of
competencs;

(3) specialized treatment measures are contemplated with which they are
not familiar.

Category it

Privileges include those in Categories | and il to the extent that qualification
criteria are met, plus those associated with illnesses or problems requiring
an unusual degree of expertisc and competence. Practitioners with thewr
privileges have the highest ievel of competence within a given field and ate
qualitied to act as consultant but will request consultation when needed.

OTHER PRIVILEGES (Specify)

COMMENTS (Borderline and unacceptable ratings will be addressed.) (Use additional sheet if needed.)

RATER'S SIGNATURE

DA FORM 5441-6-R, JUL 89

DA FORM 5441-6-R (Test), JUL 85 IS OBSOLETE
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EVALUATION OF PRIVILEGES - PATHOLOGY

For use of this form, see AR 40-68; the proponent agency is OTSG

PERIOD

DATE

FROM TO
RATED BY PRMLEGES PERFORMED BY TREATMENT FACILITY
TME
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Privileges evalustion will be based on n:w.orough appraissis of clinical AC::EBLPET BOE&EER- UNAAC&EEPT- E% s‘:"gé;,“
AREAS OF ANATOMIC AND CLINICAL PATHOLOGY (Write Category |,
i, or Hi to indicate Level of Privileges Being Evalusted.)
[ Anatomic Pathology

a.  Surgical Pathology

b. Autopsy Pathology

c. Cytopathology

d. Neuropathology

o. Dermatopathology

f.  Electron Microscopy

g. Immunohistology

Forensic Pathology
ADDITIONS (Specity)
Clinical Pathology

a. Clinical Chemistry

b. Hematopathology

c. Immunohistology

d. Blood Banking

e. Clinical Microscopy

f.  Microbiology

g. Radioisotopic Pathology

Serology
ADDITIONS (Specily)
COMMENTS (Borderiine and unacceptable ratings will be addressed.)
RATER'S SIGNATURE DATE
S

DA FORM 5441-7-R, JUL 89

DA FORM 5441-7-R (Test), JUL 85 IS OBSOLETE
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EVALUATION OF PRIVILEGES - PEDIATRICS PERIOD DATE

For use of this form, see AR 40-88; the praponent agency is OTSG FROM 10
RATED BY PRIMVILEGES PERFORMED BY TREATMENT FACILITY
TITLE
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
ACCEPT- BORDER- UNACCEPT- REQUIRES SELDOM
Privileges evaluation will be based or:‘ :\.orouoh appraisals of clinical ety Y e 7y TN
performa EDUCATION CISED
Category |.
Emergency Care. Sy sion and care of routine term newboms
and uncomplicated pediatric pauents |e |Ilnesses injuries, conditons
or procedures which have low risk 10 the patient.
PROCEDURES
a. Venipuncture
b. Lumbar puncture
C. Urethral cathetsrization

d. Incision and drainage of abscess

e. Other (Specify)

Category il. Category |

Major ilinesses, m;unes. conditions or procedures but with no
significant risk to life

PROCEDURES

Subdural taps on infants with open fontanelie

ol

Pleuracentesis

Peritoneal 1ap

Saphenous or antecubital vein cutdowns

olele

Arterial puncture

™

Intubations

{1) Oro-trachael

(2) Naso-tracheal intubation

Suprapubic puncture

Insertion of chest tube

i.  Exchange transfusion

i Sigmoidoscopy

k. Proctoscopy

. Pre-oral biopsy

m. Skin biopsy

n.  Other (Specify)

Category Hll. Categories | and il
Major illnesses, injuries, conditions, or procedures which carry
substantial thweat to life.

PROCEDURES

a  Lung puncture

b. Cardioversion

DA FORM 5441-8-R, JUL 89 DA FORM 5441-8-R (Test), JUL 85 1S OBSOLETE
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PERIOD DATE TREATMENT FACILITY
FROM TO
RATED BY PRIVILEGES PERFORMED BY
TME
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Privileges evaluation will be mr:‘:\:rouoh appraisals of clinical AOfEng BOE&EER- UNA%"T - Eﬁ%:&:i SE;,%ED%M
Category lil. (Continued)
c. Perncardiocentesis
d. Bone marrow aspiration
. Bone marow biopsy
f.  Administration of chemotherapy
(1) Systematic chemotherapy
{2) Intrathecal chemotherapy
Endoscopy
intestinal biopsy
.  Other (Specify)
Category IV. Categories |, il, and Il
Unusually complex or critical ilinesses, injuries, conditions or
procedures which carry a serious threat to life.
PROCEDURES
a. Bronchoscopy
b. Pleural biopsy
c. Lung biopsy, closed
d. Cardiac cathetorization
6.  Angiography
f.  Lymphangiography
g. Kidney biopsy
k. Bone marrow transplantation
l.  Other (Specify)
COMMENTS (Borderline and unacceptable ratings will be addressed.)
DATE

RATER'S SIGNATURE

PAGE 2, DA FORM 5441-8-R, JUL 89
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EVALUATION OF PRIVILEGES - PODIATRY
For use of this form, see AR 40-88; the proponent agency is OTSG

PERIOD

FROM

70

DATE

RATED BY PRIVILEGES PERFORMED BY

TITLE

TREATMENT FACILITY

PRMVILEGES

RECOMMENDATIONS BY DEPT/SVS. CHIEF

Privileges evaluation wiil be based on thorough appraisals of clinical
performances.

ACCEPT-
ABLE

BORDER-
LINE

UNACCEPT-
ABLE

REQUIRES
ADDL.
EDUCATION

SELDOM
EXE
CISED

Category 1.

Category I

Category il

AREAS OF FOOT PATHOLOGY (Check Category I, i, or Il for Privileges
Being Evalusted.)

a.  General Practice

b. Foot Surgery

(1) Common Surgical Procedures on Forefoot

(2) Complex Reconstructive Surgery

Podiatric Dermatology

Foot Orthopedics

Podopediatrics

~[o|a|o

Podogeriatrics

X-Ray Services (interpretation)

7le

Other (Specify)

COMMENTS (Borderiine and unacceptable ratings will be addressed.)

RATER'S SIGNATURE

DATE

L ——
DA FORM 5441-9-R, JUL 89

DA FORM 5441-8-R (Test), JUL 85 IS OBSOLETE
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EVALUATION OF PRIVILEGES - PSYCHIATRY PERIOD DaTe
F f thi , AR 4 it t is OT!
or use of this form, see 0-68; the proponent agency is OTSG FROM 10
RATED BY PRIVILEGES PERFORMED BY - | TREATMENT FACILITY
TIME
PRIVILEGES RECOMMENDATIONS BY DEPT /SVS. CHIEF
ACCEPT- BORDER- UNACCEPT- REQUIRES SELDOM
Privileges svaluation will be based on thorough appraisals of clinical e e T L EXER, |
performance. EDUCATION CISED
Category I.
Category .
Category Hil.

Catogory IV. (Check Subspecialty.)

a.  Child Psychiatry
b. Psychoanalysis

Chikd Psychoanalysis

Forensic Psychiatry

olale

Administrative Psychiatry

-

Geriatric Psychiatry

Consultant-Liaison Psychiatry

©

Psychosomatic Medicine

Other (Specify)

Privileges Performed (Check)

a  Assessment and Diagnosis of Mental Disorders

Inpatient Psychiatric Treatment

b.
c. Alcohol/Drug Residential Treatment
d. Adult Psychotherapy

(1) Individual

(2) Marital

(3) Famiy

(4) Group

e. Child and Adolescent Psychiatry

(1) Assessment and Diagnasis

(2) Psychotherapy

(8 Family

(b) Group

(3) Psychopharmacotherapy

f.  Somatic Therapy

(1) Psychopharmacotherapy

(2) Bioteedback Therapy

(3) Electro-Convuisive Therapy

(4) Amytal Interview

DA FORM 5441-10-R, JUL 89

DA FORM 5441-10-R (Test), JUL 85 IS OBSOLETE
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PERIOD DATE

FROM T0

RATED 8Y PRIVILEGES PERFORMED 8Y
TITLE

TREATMENT FACILITY

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Privileges svaluation will be based on thorough appraisals of clinical AO&E‘?
performance.

BORDER-
LINE

UNACCEPT-
ABLE

REQUIRES
ADOL.
EDUCATION

SELDOM
EXER-
CISED

Privileges Performed (Continued) (Check)

Consultation

m

Command

@

Moedical/Surgical Activities

3

Community Organizations

@)

School

Specialized Skills

(8))

Forensic Psychiatry

(2

Psychoanalysis

3

Child Psychoanalysis

)

Gonainc Pevoh

5

Behavior Therapy

(6)

Gestalt Therapy

@

Hypnotherapy

Other (Specify)

Research

Other (Specify)

COMMENTS (Borderline and unacceplable ratings will be addressed.)

RATER'S SIGNATURE

S
PAGE 2, DA FORM 5441-10-R, JUL 89

DATE
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EVALUATION OF PRIVILEGES - PSYCHOLOGY PERICO DaTE
For use of this form, see AR 40-88; the proponent agency is OTSG FROM To
RATED BY PRIVILEGES PERFORMED BY TREATMENT FACILITY
TITLE
 PRMILEGES RECOMMENDATIONS BY DEPT/SVS. CHIEF
Privileges evatluation will bo::ﬂs:::.r:‘:s:rough appraisals of clinical ACfEuFET BO:‘JD“EER- UNAEE“PT- Riwss SEE‘ELD'?M
EDUCATION CISED
Category I.
Category Il.
Category lil.
Category IV.
Privileges Pertormed (Check)
a  Assessment in psychological diagnosis
b. Assists in inpatient management of mental disorders
c. Psychological assistance in alcohol/drug residential treatment
d. Outpatient psychological treatment
e. Psychotherapy

(1) Psychoanalytical oriented psychotherapy (individual)

(2) Behavior therapy

(3) Gestalt therapy

(4) Hypnotherapy

{5) Transactional analysis

(6) Group therapy

(7) Marital therapy

(8) Family therapy

(9) Sexual dysfunction therapy

(10) Psychosomatic therapy

(11) Brief therapy

{.  Child psychotherapy

Adolescent psychotherapy

h. Somatic psychotherapy

(1) Biofeedback therapy

(2) Hypnotherapy

i.  Consultation

(1) Command

(2) Medical/Surgical activities

(3) Community organizations

(4) School

j. Research

k. Other (Specify)

COMMENTS (Borderiine and unacceptable ratings will be addressed.) (Use reverse side if needed.)

DA FORM 5441-11-R, JUL 89

DA FORM 5441-11-R (Test), JUL 85 18 OBSOLETE
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EVALUATION OF PRIVILEGES - PERIOD N Y
For use ont ﬁg!o?rkegxn”&??&ﬁms\?ggi 075G FROM T0
RATED BY PRIVILEGES PERFORMED BY TREATMENT FACILITY
TITLE
PRMILEGES RECOMMENDATIONS BY DEPT /SVS. CHIEF
Privileges avaluation will be :‘:mn::)mugh appraisals of clinical AGACBELPET - BO'Li&EER- UNAEQ'LEEPT- REE:%‘L‘.ES SEEXLED'?M
EDUCATION CISED
Privilages Performed (Check)
a. Radiology
b. Diagnostic radiology (Not qualified to treat diseased with
ionizing radiation)
c. Diagnostic radiology with special competence in nuclear
radiology
d. Therapeutic radiology (Not qualified to carry out complicated
diagnostic radiologic procedures)
e. Nuclear medicine
Performance Level (Check)
Category 1.
Catogory Il.
Category il
Subspecialty Areas
a.  Arteriography (Angiography)
b.  Uitr: raphy to include percutaneous needie biopsies of
abdominal organs and cyst punctures
¢.  Neuroradiology
d. Interventional radiology
e. Computerized tomography
f.  Radioactive isotopes
g- Other (Specify)
Nuclear Medicine (Approved by Radiation Control Committee)
a. Diagnostic imaging
b. Invitro isotope assays
c. Therapeutic (Specify isotopes licensed to use)
d. Other (Specify)
COMMENTS (Borderiine and unacceptable ratings will be addressed.} (Use reverse side if needed.}
DATE

RATER'S SIGNATURE

e ———————————————
DA FORM 5441-12-R, JUL 89

DA FORM 5441-12-R (Test), JUL 85 IS OBSOLETE
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R
EVALUATION OF PRIVILEGES - SURGERY PERICD DATE
For use of this form, see AR 40-68; the proponent agency is OTSG FROM To
RATED BY PRMILEGES PERFORMED BY TREATMENT FACILITY
TITLE
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
ACCEPT. BORDER- UNACCEPT- REQUIRES SELDOM
Privileges evaluation will be based on thorough appraisals of clinical ey oo QU LD
porformance. EDUCATION CISED

SPECIALTIES/SUBSPECIALTIES. Identify level of performance with
an “A” for Assist and a “P~ for Perform in block)

a  General surgery
b. Cardiac surgery
c. Otolaryngology
d.  Ophthalmology
e. Neurosurgery

f.  Plastic surgery
g-  Thoracic surgery
h.  Urology

Vascular surgery

Colo-rectal surgery

Gastrointestinal endoscopy (Specify type of endoscopic
procedures(s))

m. Diagnostic/therapeutic radiology (Specify)

Other (Specify)

Category (Check Performance Level)

] Category |

Additional Privileges Performed (Specify)

Category i

Additional Privileges Performed (Specily)

DA FORM 5441-13-R, JUL 89

DA FORM 6441-13-R (Test), JUL 85 IS OBSOLETE
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PERIOD DATE TREATMENT FACILITY
FROM TO
RATED BY PRMILEGES PERFORMED BY
TIMLE
PRVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
ACCEPT- BORDER- UNACCEPT- REQUIRES SELDOM
Privileges evaluation will be based on thorough appraisals of clinical - Hr e Yoy Exea
performance. EDUCATION CISED
Category (Check Performance Level) (Continued)
l Category IH
Additional Privileges Performed (Specity)
Category IV
Additional Privileges Performed (Specity)
COMMENTS (Borderline and unacceptable ratings will be addressoed.)
RATER'S SIGNATURE DATE
L

PAGE 2, DA FORM 5441-13-R, JUL 89
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EVALUATION OF PRIVILEGES -
NURSE ANESTHETISTS

For use of this form, see AR 40-88; the proponant agency is OTSG

PERIOD

FROM

TO

DATE

RATED 8Y

TITLE

PRIVILEGES PERFORMED BY

TREATMENT FACILITY

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Privileges evaluation will be based on thorough appraisals of clinical

performance.

ACCEPT-
ABLE

BORDER-
LINE

UNACCEPT-
ABLE

REQUIRES SELDOM
ADDL. EXER.
EDUCATION CISED

Clinical Privileges (Check)

1.

thain a health history including psychosocial as well as
biophysical.

Conduct physical screening assessment.

Prescribe TAB approved medications (attach listing).

Select and administer pre-anesthetic medication (attach
protocol).

Request and evaluate inent laboratory studies, pulmonary
function studies, 'ndud%mmnbbod assas, respiratory therapy,
and other appropriate studies (attach protocol).

Insert intravenous catheters, including central venous

pressure
catheters by basilic vein, external jugular vein, internal jugular

vein, subclavian vein (or other recognized routes of
administration).

Insert Swan-Ganz catheters.

Utilize all current techniques in monitoring.

Perform regional anesthetic, therapeutic, and diagnostic
techniques including but not limited to spinal, epidural, caudal,
brachial plexus, transtracheal, superior laryngeal, femoral
sciatic, and retrobulbar blocks.

10.

Selact and administer anesthetic techniques, medications and
adjunctive drugs (attach protocol).

11.

Perform intratracheal intubation and extubation

12.

Identify and manage emergency situations including
assassnmtotadeqmofreoovetyuantpgonismofmusde
relaxants, narcotics, other agents, and implement
appropriate management {echniques.

13.

Recognize abnormal patient response o anesthesia or to
adjunctive medication and implement corrective action.

14.

Manage fluid, blood and electrolyte loss and replacement
within an anesthesia care plan.

15.

Initiate and modify therapies, including drug and pain therapy
(attach protocol).

16.

Discharge patients from the Recovery Room (attach
protocol).

17.

Post-anesthesia follow-up and evaluation.

18.

Initiate cardiopulmonary resuscitation and participate in
carc:ngcpg‘l;nonary resuscitation in absence of physician (attach
prol .

19.

Provide consultation, management and implementation of
respiratory and ventilatory care.

COMMENTS (Borderline and unacceptable ratings will be addressed.) (Use reverse if needed.)

RATER'S SIGNATURE

DA FORM 5441-14-R, JUL 89

0 A
DA FORM 5441-14-R (Test), JUL 85 IS OBSOLETE

DATE
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EVALUATION OF PRIVILEGES -
NURSE MIDWIVES

For use of this form, see AR 40-68, the proponent agency is OTSG

PERIOD

FROM

TO

DATE

RATED BY

PRIVILEGES PERFORMED BY

TREATMENT FACILITY

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Privileges evaluation wiil be based on thorough appraisals of clinical

performance.

ACCEPT-
ABLE

BORDER-
LINE

UNACCEPT-
ABLE

REQUIRES
ADDL.
EDUCATION

SELOOM
EXER-
CISED

Clinical Privileges (Check)

-

Maedical, contraceptive, obstetric, and family history.

Physical examination.

Return prenatal evaluation.

Evaluation and examination for admission to labor ward.

Postpartum ward visits and examinations.

Postpartum clinic examination.

Family planning examination.

Interconceptual well-woman gynecologic examination.

i@IN|O|0Is|OIN

M the care of normal (low-risk) antepartum patients in
accor with nurse-midwifery protocols (attach).

Determine need for and manage admission 10 the Labor Ward.

11,

Manage the care of normal (low-risk) iabor and delivery per
nurse-midwifery protocols (attach).

12

Manage the care and discharge of uncomplicated postpartum
patients.

13.

Manage the care of women at the 6-week postparium visit

14.

Manage care of women seeking contraceptive advice and
interconceptual well-woman gynecologic care.

15.

Prescribe and/or order administer TAB approved medications
(attach listing).

16.

Referral to other medical, nursing, or social services.

17.

Orientation to prenatal care. .

18.

Preparation for childbirth and breastfeeding.

19.

Postpartum self-care and infant care instruction.

20.

Contraception counseling.

21.

Other (Specify)

Diagnastic Procedures (Check)

-

Clinical pelvimetry.

Pap smear for cylology.

Woet smear and microscopic examination.

Collection of culture specimens for laboratory examination.

LAl ol B o

Ordering of selectad laboratory, X-Ray, and ultrasound studies
(per attached protocols).

6.

Conduct and interpret Electronic Fetal Monitoring (NST, OCT,
intrapartum surveillance).

DA FORM 5441-15-R, JUL 89

DA FORM 5441-15-R (Test), JUL 85 IS OBSOLETE
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TREATMENT FACILITY

PERIOD DATE

FROM TO

RATED BY PRIVILEGES PERFORMED 8Y
TITLE

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Privileges evaluation will be based on thorough appraisals of clinicat

performance.

ACCEPT-
ABLE

BORDER-
LINE

UNACCEPT- REQUIRES SELDOM
ABLE ADDL. EXER-
EDUCATION CISED

Intrapartum Procedures (Check)

1.

Vaginal examinations.

Start intravenous fluids.

Amniotomy.

Placing internal fetal and uterine monitoring devices.

Augmentation of dysfunctional labor with Oxytocin.

Local perineal anesthesia.

Pudendal block.

Episiotomy and repair (midline and medio-lateral).

PieiNlolals oD

Normal spontaneous vaginal delivery from OA or OP positions.

b
14

Cervical inspection.

-
-

. Repair lacerations:

Cervical

Third degree

Fourth degree

aleleo|e

Vaginal

e. Labial and Periurethral

12.

Manual removal of placenta.

13.

Uterine exploration and gauze “curettage”.

14,

Bimanual comprassion for postpartium hemorrhage.

Outpatient Procedures (Check)

1.

Select and prescribe oral contraceptives.

2.

Selact and fit cervical diaphragm.

3.

Select and insert intrauterine contraceplive device for parous
women.

Removal of intrauterine device.

Treatment of minor gynecologic problems in accordance with
Nurse-Midwifery protocols (attach). »

Other Procedures (Specify)

COMMENTS (Borderline and unacceptable ratings will be addressed.) (Use reverse if needed.)

RATER'S SIGNATURE

DATE

PAGE 2, DA FORM 5441-15-R, JUL 89
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EVALUATION OF PRIVILEGES - PERIOD DATE
NURSE PRACTITIONERS (Adult)
For use of this form, see AR 40-88; the proponent agency is OTSG FROM T0
RATED BY PRIVILEGES PERFORMED BY TREATMENT FACILITY
TITLE
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
ACCEPT- BORDER- UNACCEPT- REQUIRES SELDOM
Privileges evaluation will bo:"smr:\:l.omuoh appreisals of clinical R ! \CCEr Pgm. ELooN
. EDUCATION CISED

Clinical Privileges (Check)

1.  Routine physical examination.

Problem-specific physical examinatons.

listing).

Prescribe and administer TAB approved medications (attach

4. Initiate referral to other medical/nursing services.

Health maintenance/disease prevention counseling.

6. Chronic disease self-management counseling.

Diagnasis and Treatment (Check)

1.  Acule liinesses

a. Back pain.

b. Otitis external.

c. Otitis media.

d. Functional bowel.

e. Gastroenteritis.

f.  Hiatal hernia/esophageal reflux.
g Singultus.

h.  Acute simple gastritis.

i.  Chronic gastritis.

j  Hemorrhoids.

k. Constipation.

I.  Diarrhea.

m. Vaginal Infections.

n.  Trichimonas.

0. Monilia.

p. Nonspecific bacterial vaginitis.
q. Atropic vaginitis.

r.  Cervicitis.

s. Menstrual cramps.

t.  Hyperventilation.

u. Acuie pheumonia.

v. Viral infections--respiratory.

w. Bacterial infections--respiralory.

x.  Viral pharyngitis.

y. Presumptive strep pharyngitis.

2. Pharyngitis secondary to PND.

aa. Exudative tonsillitis.

DA FORM 5441-16-R, JUL 89

DA FORM 5441-16-R (Test), JUL 86 IS OBSOLETE
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PERIOD

FROM

TO

DATE

RATED BY

TITLE

PRIVILEGES PERFORMED BY

TREATMENT FACILITY

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Privileges evaiustion will be based on thorough appraisals of clinical ACCEPT-

performance.

ABLE

BORDER-
LINE

UNACCEPT-
ABLE

REQUHRES
ADDL.
EDUCATION

Acute llinesses (Continued).

Sinusitis.

infectious mononucleosis.

influenza.

Urinary tract infection.

Cystitis.

ingrown toenail.

F|8|™|8|8(8]8

Fungal infection.

Common dermatology problems.

Sebaceous cyst.

-3

Lipoma.

Keratitis.

mm.

Basal cell.

nn.

Ganglion.

Tension headaches.

Other (Specify)

Stable Chronic llinesses

Anemia.

Angina.

Chemotherapy.

Congestive heart failure.

Chronic obstructive pulmonary disease.

~lojalo]|e|s®

Diabetes.

Estrogen therapy.

=le

Gout.

-

Hyperlipoproteinemia.

-~

Hypertension.

x

Hyperthyroidism.

Hypothyroidism.

Migraines.

Obesity.

Osteoarthritis.

Llvie}3

Osteoporosis.

b

Uncompiicated Peptic Ulcer Disease.

8.

Rheumotoid Arthritis.

PAGE 2, DA FORM 5441-16-R, JUL 89
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PERIOD DATE TREATMENT FACIITY
FROM T0
RATED BY PRIVILEGES PERFORMED BY
TITLE
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
EPT- BORDER- NACCEPT- LDOM
Privileges evaluation wilt bo::"nd or:‘ ;h.orough appraisals of clinical ACC! e ER ul ABLEE aegg&gs SEEXE 0
ormance. EDUCATION CISED
2. Stable Chronic liinesses (Continued).
t  Tuberculosis Prophylaxis.
u.  Other (Specify)
Diagnostic Procedures (Check)
a  Order routine iab tests on blood, secretions, and urine.
b. Order selected radiologic studies.
c. Order EKGs.
d. Coliect culture and smear specimens.
e. Perform PAP smears.
f.  Other (Specily)
COMMENTS (Borderline and unacceptable ratings will be addressed.) (Use reverse if needed.)
DATE

RATER'S SIGNATURE

PAGE 3, DA FORM 5441-16-R, JUL 89
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-]
EVALUATION OF PRIVILEGES - PERIOD OATE
OB/GYN NURSE PRACTITIONER
For use of this form, see AR 40-68; the proponent agency is OTSG FROM TO
RATED BY PRVILEGES PERFORMED BY TREATMENT FACILITY
TITLE t
PRIVILEGES RECOMMENDATIONS BY DEPT/EVS. CHIEF
th ACCEPT- BORDER- UNACCEPT- REQUIRES SELDOM
Privileges evaluation will be ';.ﬂbuod or:"= ‘orouoh appraisals of clinical S RDE! \CCEr QL T
orms ) EDUCATION CISED

Clinical Privileges (Check)

1.

Gynecologic assessment (pelvic and breast) with deviations
from normal being referred to the physician

2. Diagnostic and screening tests

3. Uncomplicated obstetrical care (antepartal, post-partal)

4. Health teaching and counseling regarding maintenance of
health, family planning, and preparation for childbirth

5. Normal newborn care

6. Prescribe TAB approved medications (attach listing)

Diagnostic and Treatment (Check)

1.

Cervicitis, erosion, and eversion of cervix

2.

Vaginitis

a. Trichomonas

b. Monilia

¢. Nonspecific or mixed

Gonorrhea and those referred as gonorrhea (contacts from
Health & Environment Division or Public Health Service)

»

Condyloma accuminata (Venereal warts)

o

Herpes simplex of genitalia

o

Other (Specify)

Diagnostic Procedures (Check)

1.

Pelvic Examination

Pap smear

Breast examination

Cryosurgery with appropriate follow-up

IUD insertion and removal

Diaphram fitting.

Cervical cultures and wet slides

NGO

Ordering of laboratory tests

a. Pregnancy 1ests.

b. UA, culture and sensitivity

cBC.

c
d. Rubella titer

e. Biood type and RH factor

f.  FBS, 2-hour postprandial for diabetic screening

g. Vaginal and cervical cultures

DA FORM 5441-17-R, JUL 89

—

DA FORM 5441-17-R (Teat), JUL 85 IS OBSOLETE
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PERIOD DATE

FROM TO

RATED BY PRIVILEGES PERFORMED BY
TITLE

TREATMENT FACILITY

COMMENTS (Borderline and unacceptable ralings will be addressed.)

RATER'S SIGNATURE

DATE

PAGE 2, DA FORM 5441-17-R, JUL 89
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EVALUATION OF PRIVILEGES - PERIOD DATE
PHYSICIAN ASSISTANTS

For use of this form, see AR 40-68; the proponent agency is OTSG FROM TO
RATED BY PRIVILEGES PERFORMED BY TREATMENT FACILITY
TITLE
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Privileges evaluation will be based on thorough appraisals of clinical ACCEPT- BORDER- UNACCEPT- REQUIRES SELDOM
rformance. ABLE LINE ABLE ADDL. EXER-
pe - EDUCATION CISED

Clinical Privileges (Check)

1. Patient screening to determine need for medical care.

Supervision of immunizations (AR 40-562).

Temporary profiles (not to exceed 30 days).

2
3. Nuclear surety evaluations (AR 40-501).
4
5

Diagnose and treat minor ilinesses (referral will be made to
a physician for conditions which do not respond to
therapy with the first visit or whose cause is not
immediately determined). Excludes patients returning for
treatment of chronic ilinesses previously documented in their
medical record.

a.  Adul

b. Adolescent

c. Pediatric (over two years of age).

6. Outpatient history and physical examinations.

7. Prescr)ibe and administer TAB approved medications (attach
listing).

8. Order routine laboratory tests on blood, secretions, and urine.

9. Order X-rays of chest, abdomen, and extremities which do
not require contrast material.

10. Other (Specify)

Inpatient Clinical Privileges (Check)

1.  Admission histories.

Physical examinations.

Routine doctor’s orders.

2
3
4. Narrative summaries.
5

Other (Specify)

Procedures (Check)

1.  Wound care, debridement, and suturing of minor
lacerations.

Incision and drainage abscess.

Urethral catheterization.

Administer inhalation medications.

Administer IV fluids to adults.

ololsleld

Nasogastric and nasopharyngeal intubations.

7. Stabilization of fractures.

DA FORM 5441-18-R, JUL 89 DA FORM 5441-18-R (Test), JUL 85 IS OBSOLETE
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PERIOD DATE

FROM TO

RATED BY PRIVILEGES PERFORMED BY
TITLE

TREATMENT FACILITY

PRIVILEGES

RECOMMENDATIONS BY DEPT /SVS. CHIEF

Privileges evaluation will be based on thorough appraisals of clinical ACCEPT-

performance.

ABLE

BORDER-
LINE

UNACCEPT-
ABLE

REQUIRES
ADDL.
EDUCATION

SELDO!
EXER-
CISED

8. Other (Specify)

9. Anesthesia

a. Digital block.

b. Intercostal.

C.

Local.

Exceptions (R

ded by Depart t/Clinic Chlef)

COMMENTS (Borderline and unacceptable ratings will be addressed.) (Use attitional sheet if needed.)

PAGE 2, DA FORM 5441-18-R, JUL 89
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EVALUATION OF PRIVILEGES - DIETETICS

For use of this form, see AR 40-68; the proponent agency is OTSG

PERIOD

FROM

T0

DATE

PRIVILEGES PERFORMED BY

RATED BY TREATMENT FACILITY
TITLE
PRIVILEGES RECOMMENDATIONS BY DEPT /SVS. CHIEF
TEM ACCEPT- BORDER- UNACCEPT- REQUIRES SELDOM
ABLE LINE ABLE ADDL. EXER-
EDUCATION CISED
Category |.
Category Il.
1. Prescribing vitamins.
2. Prescribing therapeutic nutritonal supplements.
3. Ordering laboratory tests.
4. Percent body fat testing.
5. Prescribing diets other than weight control.
COMMENTS (Borderline and unacceplable ratings will be addressed.) (Use reverse if needed.)
RATER'S SIGNATURE DATE

DA FORM 5441-19-R, JUL 89

DA FORM 5441-19-R (Test), JUL 85 IS OBSOLETE
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EVALUATION OF PRIVILEGES - OCCUPATIONAL PERIOD DATE
THERAPY
For use of this form, see AR 40-68; the proponent agency is OTSG FROM T0
RATED BY PRIVILEGES PERFORMED BY TREATMENT FACIITY
TITLE
PRIVILEGES RECOMMENDATIONS BY DEPT/SVS. CHIEF
Privileges evaluation will be ::':od on n:v.orough appraisals of clinical ACESLPET - BOa?‘EER- UNACCEPT- REBD%IEFS SEE(LED;?“
ormance. EDUCATION CISED
Category |
Special Procedures
1. Prosthetic checkout and training (upper extremity).
2. Neurodevelopmental treatment for adults.
3. Percent body fat determination.
4. Neurodevelopmental treatment of children.
5. Refer 10 specialty clinics.
6. Southern California sensory interpretation testing,
administration and interpretation.
Category il
Special Procedures
1. Order and read hand, wrist, forearm, arm and
glenohumeral joint X-rays.
2. Castsplinting of fractures, contusions, strains and
sprains.
3. Suture removal.
4.  Wound care, dressing and changing.
Assist with closed reduction of routine fractures and
disiocations of the hand and wrist.
6. Request EMG, NCV, and MCV studies of major nerves
of the upper extremity.
7. Write prescriptions for analgesic and non-steroidalASA
compound anti-infammatory medication. (TAB-
approved list attached.)
8. Other (Specify)
COMMENTS (Borderline and unacceptable ratings will be addressed.} Use reverse if needed.)
RATER'S SIGNATURE DATE

DA FORM 5441-20-R, JUL 89

DA FORM 5441-20-R (Test), JUL 86 IS OBSOLETE
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EVALUATION-OF PRIVILEGES - PHYSICAL
THERAPY

For use of this form, see AR 40-68; the proponent agency is OTSG

PERIOD

FROM

TO0

DATE

RATED BY

TITLE

PRMLEGES PERFORMED BY

TREATMENT FACILITY

PRMILEGES

RECOMMENDATIONS BY DEPT /SVS. CHIEF

TEM

ABLE

ACCEPT-

BORDER-
LINE

UNACCEPT-
ABLE

REQUIRES
ADDL.
EDUCATION

SELDOM
CISED

Category \.

Category Il.

Procedures/Skills.

1m.

Electromyographic testing.

12,

Nerve conduction velocity testing.

13.

Inhibitive casting.

14.

Percent body fat testing.

15.

Early intervention hi-risk infants.

Category Il - Neuromusculoskeletal Evaluations.

Procedures/Skills.

16.

Request X-rays.

17.

Temporary profie not exceeding 30 days.

18.

Assign quarniers up to 72 hours.

19.

Refer to specialty clinics.

20.

Maedication prescription (see attachment).

Category IV - Other Privileges (List below).

COMMENTS (Borderline and unacceptable ratings will be addressed.)

RATER'S SIGNATURE

DA FORM 5441-21-R, JUL 89

DA FORM 6441-21-R (Test), JUL 85 IS OBSOLETE
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EVALUATION OF PRIVILEGES PERIOD SPECIALTY
For use of this form, see AR 40-68; the proponent agency is OTSG
FROM T0
RATED BY PRVILEGES PERFORMED BY TREATMENT FACILITY

TITLE

PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Privi evaluation will ACCEPT- BORDER- UNACCEPT- REQUIRES SELDOM
leges a be based o.n “::»rough appraisails of clinical e e \GGEF . DJ?BL : ‘E:ﬁ%
COMMENTS (Borderline and unacceptable ratings will be addressed.) (Use reverse if needed.)
RATER'S SIGNATURE DATE

DA FORM 5441-22-R, JUL 89

DA FORM 8441-22-R (Test), JUL 85 IS OBSOLETE
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EVALUATION OF PRIVILEGES - EMERGENCY PERIOD DATE
MEDICINE
For use of this form, see AR 40-88; the proponent agency is OTSG FROM TO
RATED BY PRIVILEGES PERFORMED BY TREATMENT FACILITY
TITLE
PRVILEGES RECOMMENDATIONS BY DEPT/SVS. CHIEF
Privileges evaluation will be m :':rouoh appraisals of clinical ACACBELPET- BOE‘I'J‘EER- umfncfz"' :annis sssxswn?“
DUCATION CiSED
Category I.
a.  Minor lacerations
b.  Minor respiratory illness; ENT illness.
c. Minor gastrointestinal illness.
d. Minor b\;ms.
8. Minor musculoskeletal trauma.
f.  Minor dermotologic ifiness without systemic involvement.
9. Minor GYN problems excluding gravid patients.
h. Detection of major abnormalities on X-rays.
i.  Peripheral intravenous access.
Category I
8. Major lacerations involving more than one layer of
closure.
b. Acute respiralory illnesses including acute respiratory
failure in the ER setting.
c.  Gunshot wounds or knife injuries excluding chest or neck.
d. Acute cardiac emergencies including cardiac failure,
myocardial infarction, and cardiac amhythmias.
e. Poisoning.
f.  Near drowning.
g-  Arthrocentesis.
h.  Thermal injuries and possibie related inhalation injury.
i.  Patients with altered consciousness.
j- Management of routine ER administrative matters.
k. Severe head and neck trauma
. Minor abscesses, thrombosed hemorrhoids, infected
ingrown nails.
m. Caustic ingestions.
n.  Chemical or nuclear injury.
0. Management of rape or sexual assault victims.
p. Initial management of suspected cervical spine injury.
q. Placement of nasogastric tubes.
r.  Acute psychiatric illness, suicidal patients.
s. Alcohol and drug overdosse and withdrawal syndromes.
t  Muttiple rauma victims. '
u.  Critically burned patient.
v. Animal and human bites.
w. Eye trauma or iliness
x.  Uncompiicated pneumothorax (with or without tension)
e

DA FORM 5441-23-R, JUL 89

DA FORM 5441-23-R (Test), JUL 86 IS OBSOLETE
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PERIOD DATE TREATMENT FACILITY
FROM TO
RATED BY PRIVILEGES PERFORMED BY
TITLE
PRIVILEGES RECOMMENDATIONS BY DEPT/SVS. CHIEF
Privileges evaiuation will be based on thorough appraisals of clinical ACCEPT- BORDER- UNACCEPT- REQUIRES SELDOM
performance. ABLE LINE ABLE EXER-
Eoucmou CISED
Category 0 (Continued).
y. Acule compartment compression syndrome.
z.  Use of lumbar puncture as diagnostic technique.
aa. Use of MAST device in hypotensive patients.
Category Il.
a. Airway maintenance including emergency crico-
thyreotomy and nasotracheal and orotracheal intubation.
b. Transvenous and iransthoracic cardiac pacemaker
t
c. Placement of arterial monitoring devices.
d. Paracentesis.
e. Thoracentesis and placement of thoracostomy tube with
intrathoracic suction.
{. Reduction of fracture dislocations which offer
neurovascular compromise.
Central venous catheter placement.
Pericardiocentesis.
i. Use of ventilator (mechanical) and application of arterial
and venous blood gas data to the use of the same.
j.  Prehospital radio communications, EMT SOPs.
k. Peritoneal lavage.
. Be familiar with, by recall, the ER Policy Manual.
m.  For tull centification in this ca applicant should have
3,000 hours ER experience. t, mdncate approximate
number of hours:
(1) 0 - 1,000
(2) 1,000 - 2,000
(3) 2,000
Category IV.
a.  Competent in Categories, I, I, and il
b. in the absence of immediate consultant care, the
surgical manaFemenl of leaking or ruplured thoracic
aneurysm in life-threatening situation, inclusive of
emergency thoracostomy and cross-clamping of the
aorta, open cardiac , but not inclusive of
bypass techniques or definitive repair.
c. In the absence of consultant care, the surgical
management of through-and-through wounds to the
chest not inclusive of bypass techniques or definitive
repair.
d. Have management experience or documented training
in triage supervision in mass casualty.
e. In the absence of consultant, be familiar with ER
techniques for evaluation of acute subdural hematomas
and able to use this knowledge.

PAGE 2, DA FORM 5441-23-R, JUL 89
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PERIOD DATE TREATMENT FACILITY
FROM TO

RATED BY PRMILEGES PERFORMED BY

TLE

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Privileges svailuation will be based on thorough appraisais of clinicsl ACCEPT-

performance. ABLE

BORDER-
LINE

UNACCEPT-
ABLE

REQUIRES
ADOL.
EDUCATION

SELDOM
EXER-
CISED

Category IV (Continued).

f. Other

D)

Currently certified in BCLS.

()

Currently certified in ACLS.

3

Currently certified in ATLS.

@)

Prescribe schedule IV drugs, as appropriate.

(5

Prescribe scheduie lit drugs, as appropriate.

(6)

Prescribe schedule il drugs, as appropriate.

Additional Privileges (Specity)

COMMENTS (Borderline and unacceptable ratings will be addressed.} (Use additional sheet if needed.)

RATER'S SIGNATURE

DATE

PAGE 3, DA FORM 5441-23-R, JUL 89
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EVALUATION OF PRIVILEGES - AVIATION PERIOD DATE
MEDICINE
For use of this form, see AR 40-88; the proponent agency is OTSG FROM TO
RATED BY PRIVILEGES PERFORMED BY

TITLE

TREATMENT FACILITY

PRMVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Privileges evaluation will be based on thorough appraisals of clinical ACCEPT- BORDER- UNACCEPT- REQUIRES SE
performance. Check avistion medicine specific privileges below. ABLE LINE ABLE eovmarion | SXER,
Clinical Areas: Identify the level of performance with an “A” for Assist and a “P” for Perform in blank space at left.
Note: Aviation Medicine clinical privileges are ‘divided into the four Family Practice categories. DA Form 5440-2-R (Delineation of

Privileges - Family Practice) wili be completed and attached to this form.

1. Perform physical examinations to aid in the selection of
personnelwhoarephystcaﬂyandpeychdogocaltyfrtforﬂymc.
who can be expected to remain fit throughout an entire career.

2. Evaluation of, monitoring of, and protection from psycho-
physiological stresses of the mgm environment.

accidents and incidents, with the goal of preventing future similar
accidents and injuries.

3. A meromedical i igation of the causes and results of aircraft

staﬂ of the aviation unit commander as primary medical, advisor,
ting in the unit safety programs, acting as a member of

support equipment, and supervision/coordination of hospital and
instaliation asromedical activities as appropriate.

4. Aeromedical stalf duties, including being on the personal special

Fugm vajuation Boards, supervision of fitting and use of personal lift

5. Participation on a regular basis in operational flights, field
problems, and missions of aviation units assigned 10 post.

6. Interview newly assigned flight personnel, and review their
health records; interview and review heaith records of downed
msg)nnel before granting a medical clearance for flying (DA Form

Other Privileges (Speclfy)

COMMENTS (Borderline and unacceptable ratings will be addressed.) (Use reverse if needed.)

RATER'S SIGNATURE

DATE

DA Form 5440-2-R completed and attached.

DA FORM 5441-24-R, JUL 89
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EVALUATION OF PRIVILEGES - GENERAL MEDICAL | reriop DATE

OFFICER
For use of this form, see AR 40-68; the proponent agency is OTSG FROM TO
RATED BY PRIVILEGES PERFORMED BY TREATMENT FACILITY
TITLE
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Privileges evaluation will be based on thorough s of clinica ACCEPT- BORDER- UNACCEPT- REQUIRES SELDOM
performance. appraisals of clinical ABLE LINE ABLE ADDL. EXER:
: EDUCATION CISED

Clinical Areas: Identify the level of performance with an “A” for Assist and a “P” for Perform in the blank space at left.
Note: Aviation Medicine clinical privileges are divided into the four Family Practice categories.

Privileges - Family Practice) will be completed and attached to this form.

DA Form 5440-2-R (Delineation of

1.

Ph I evaluation. History and physical examination to
include vaginal and rectal.

Diagnostic tests. Order and initially interpret ECG; order
laboratory tests on blood, urine, and secretions and radiologic
tesls (including contrast material) which do not require
hospitalization; basic initial radiographic interpretations (skull,
spine, chest, abdomen and extremities).

Medication. Initiate drug therapy for acute and chronic
common ilinesses not requiring italization, and continue
therapy in followup of conditions where therapy was initiated by
a consultant.

Procedures. Excision of superficial skin subcutaneous lesions
for pathologic study, suture of minor lacerations (except eyelids),
1&D simple abscesses, cast simple fractures, aspirate or inject
joints, and lumbar punctures, as applicabie to the clinic setting.

a. Basic cardiac life support.

b. Advanced cardiac life support.

c. Emergency airway management, basic.

d. Emergency airway management, advanced.

e. Cannulation and gastric lavage.

Admission of patients to a specialty service.

Treatment of ARD inpatients.

Familiarity with regulations regarding reportable diseases; e.g.,
venereal, hepatitis.

Triage and management of mass casually situations.

Profiling officer IAW AR 40-501 (Temporary Profile).

Other Privileges (Specify)

GOMMENTS (Borderline and unacceplable ratings will be addressed.) {Use reverse if needed.)

RATER'S SIGNATURE

DATE

DA FORM 5441-25-R, JUL 89
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EVALUATION OF PRIVILEGES - TROOP MEDICAL PERIOD CHECK ONE -
For use of this fonnc sLeeNA|I§: 40P-6':Ythse|g‘|>:one§t agency is OTSG FROM TO O ac [ usar[] arna
RATED BY PRIVILEGES PERFORMED BY TREATMENT FACILITY
TITLE DATE
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
eges svlsalon i b base on rarout sppeials ot el | g | sopgen. | g | necues | smson
for Assist and 8 “P” for Perform in the blank space at left. EDUCATION CISED
General.
1. Diagnose and treat acute minor iliness.
Prescribe routine medications.
3. Administration of medication (excluding LV. meds, except
emergency).
4. Administration of I.V. fluids and referral.
5. Routine cultures.
6. Local anesthesia.
7. Digital block anesthesia.
8. Repair of simple lacerations.
9. l::d/ngvglug;rfrm& mi‘erse .from soft tissue which are exposed
10. Skin and superficial lacerations.
11. Basic life support, cardiopulmonary resuscitation.
12. Advanced cardiopulmonary resuscitation.
13. Initial interpretation of X-rays.
Internal Medicine.
1. Electrocardiograph, initial interpretation.
2. Pneumothorax, emergency treatment.
Dermatology.
] KOH Prep.
Gynecology.
1. Pelvic bimanual exam, Pap smear, breast exam.
2. Treatment of pelvic inflammatory disease, nonsurgical with
consuitation.
3. Prescribing of oral contraceptives.
4. Removal of IUD.
General Surgery.
1. Incision and drainage, simple abscess.
2. Incision and drai of external thrombotic hemorrhoid, pilonidal
cyst, followed by referral.
Orthopedic Surgery. .
1. :)nertnna‘;ll 6‘6‘% m?ency management of trauma, minor or major,
2. Suturing of minor digital and extremity lacerations not invalving
nerve, tendon or vessel repair.
3. Nonsurgical management of back and neck pain.
4. initial 1 and care of closed fracture (including
casting) by referral.
a  Hand and wrist.
—

DA FORM 5441-26-1-R, JUL 89
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PERIOD DATE TREATMENT FACILITY
FROM TO
RATED BY PRIVILEGES PERFORMED 8Y
TITLE
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF

Privileges evaluation will be based on thorough appraisals of clinical
performance. Clinical Areas: Identily the level of performance with an “A”

for Assist and a “P" for Perform in the blank space at left.

ACCEPT-
ABLE

BORDER-
LINE

UNACCEPT-
ABLE

REQUIRES
ADDL.
EDUCATION

SELDOM
EXER-
CISED

Orthopedic Surgery (Continued).

{1) Nondisplaced fracture, closed management,
tollowed by referral.

closed management f by referral.

b. Forearm and shouider ﬂirdle: Nondispatched fractures,

c. Knee: nondisplaced, foliowed by referral.

d. Management and care of closed fracture (including
casting).

(1) Foot: Ingrown toe nail, management.

(2) Ankle: Severe sprain, closed management
followed by referral.

EENT.

1.  Treatment of anterior nose bleeds.

2. Packing of posterior nose bleeds and stat referral.

sinusitis.

3. Minor EENT problems, i.e., otitis media, tonsillitis, conjunctivitis,

Psychiatry/Neurology.

1. Neurological examination.

2. Psychotherapeutic medication prior to transfer to Acute Care
facility.

3. Immediate crisis interaction pending referral.

Genttourinary.

1. Management of minor GU problems.

2. Catheterization followed by referral.

Opthalmology.

1. Removal of loose foreign body.
-

2. Removal of imbedded corneal surface foreign body.

Optometry.

I 1. Eye examination (routine).

Emergency Medicine.

-

Administration of emergency 1.V. fluids.

Administration of emergency L.V. medications.

Tube Thoracostomy, emergency.

Cricathyroidotomy, emergency.

Endotracheal intubation, emergency.

Basic life support, cardiopulmonary resuscitation.

Advanced cardiopulmonary resuscitation.

@iN|OlO]d]O|N

Qastric lavage.

PAGE 2, DA FORM 5441-26-1-R, JUL 89
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TREATMENT FACILITY

PERIOD DATE

FROM T0

RATED BY PRIVILEGES PERFORMED BY
TME

PRIVILEGES RECOMMENDATIONS BY DEPT /SVS. CHIEF
ACCEPT- BORDER- UNACCEPT- REQUIRES SELDOM
Privileges svaluation will be based on n:;orough appraisals of clinical e \CCET f R
performa . EDUCATION CISED
Other Privileges (Specity)
COMMENTS (Borderline and unacceptable ratings will be addressed.)
RATER'S SIGNATURE DATE

_
PAGE 3, DA FORM 5441-26-1-R, JUL 89
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EVALUATION OFctm\llcl:ngE%-s }'gOOP MEDICAL PERIOD CHECK ONE
For use of this form, see AR 40-68; the proponent agency is OTSG FROM TO O ac  [J usar[] ARNG
RATED 8Y PRIVILEGES PERFORMED BY TREATMENT FACILITY
TITLE DATE
PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Privil ACCEPT- BOROER- UNACCEPT- REQUIRES SELDOM
eges evaluation will be bao:d or:‘ :;orough appraisals of clinical A fDE! \CCEr QUi oD
pertormai : EDUCATION CISE|
1. Diagnostic: All procedures except--
00310 Sialograph
00450 tissue examination
00451 Mlcrowoplc tissue examination
2. Preventive: All procedures.
3. Restorstive: Ail procedures except--
02400 (Series) Goid foil restorations
02600 (Series) Cast inlay restorations
02600 (Series) Porcelain restorations
4. Endodontics: All procedures except—
03350 Apexification/Specification treatment
03410 Apicoectomy
03420 Retrograde filling
03480 Pneumatization
03860 Bleaching discolored teeth
03670 Perforation repair
03680 Endodontic endosseus implant
03681 Endodontic internal splint
6. Peridontics: Only--
04321 Provisional splint, extracoronal
04330 Occlysal adjustment, limited
04342 Peridontal scaling
04343 Peridontal scallng and root planning
04351 Root desensitization
8. Removsble Prosthodontics. Only—
05611 Compilete denture repair
05621 Partial denture repair
06810 Denture temporary - Maxillary
05811 Denture temporary - Mandibular
7.  Fixed Prostholdontics: Only--
06600 (Series) Repairs
%;} ; Acrylic veizn interim szretabv;g::‘ted) X
Acrylic resin interim (Autopolyminizing
06718 Dowel & Core, meta!
06708 Stain;less steel, aluminum, interim
8.  Oral Surgery: Only--
07110 Tooth removal
07120 Tooth removal, compiicated
07140 Tooth replantation
07210 Repair traumatic wounds, simple (Under 5 cm)
07320 Alveoloplasty
07511 Incision and drainage
07811 Reduction of dislocation
07901 Postsurgical treatment
07902 Osteitis treatment
8. Adjunctlvo General Services: All procedures except--
09924 Diagnostic mounting
09925 Mandibular recording
09940 Mouth protectors
09941 Resin stints
099842 Flouride carriers
09943 Radiation shield
08944 Radiation needle carrier
09220 General anesthesia
00231 Intravenous sedation or analgesia
09232 Intramuscular sedation or analgesia
09233 Inhalation sedation or analgesia
09234 Oral sedation or analgesie
09235 Hypnosis
09610 Therapeutic medication by injection
09700 (Series) hospital services
09771 Hyperbaric monitoring
Additional Privileges (Specify)
COMMENTS (Borderline and unacceptable ratings will be addressed.) (Use reverse if needed.)
RATER'S SIGNATURE DATE

DA FORM 5441-26-2-R, JUL 89
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EVALUATION OF PRIVILEGES - TROOP MEDICAL | rerico B CHECK ONE
For u,e(fhmlisﬁl;ef:': glccsl nAn? vaopsovs\elnslIernNcyTissOTSG FROM T0 0 ac [ usar [J arnG
RATED BY PRMLEGES PERFORMED BY TREATMENT FACILITY
TITLE DATE
PRVILEGES RECOMMENDATIONS BY DEPT /SVS. CHIEF
pariormance. Cinica Areas: Kentiy e ot o potormares wih an ot | AcGgzy- | sopen | wagcerr. | neounes | smpou
for Assist and and & “P” for Perform in the blank space at left. EDUCATION CISED
General.
1. Diagnose and treat acute minor iliness.
2. Prescribe routine medications.
3. Administration of medication (excluding L.V. meds, except
emergency).
4. Administration of L.V. fiuids and referral.
5. Routine cultures.
6. Local anesthesia.
7. Digital block anesthesia.
8. Repair of simple lacerations.
9. Removal of foreign bodies from soft tissue which are exposed
and/or superﬁcm nature. ,
10. Skin and superficial lacerations.
11. Basic life support, cardiopulmonary resuscitation.
12. Advanced cardiopuimonary resuscitation.
13. Initial interpretation of X-rays.
internat Medicine.
1. Electrocardiograph, initial interpretation.
2. Pneumothorax, emergency treatment.
Dermatology.
{ KOH Prep.
Gynecology.
1. Pelvic bimanual exam, Pap smear, breast exam.
2. Treatment of pelvic inflammatory disease, nonsurgical with
consultation.
3. Prescribing of oral contraceptives.
4. Removal of IUD.
General Surgery.
1. Incision and drainage, simple abscess.
2. Incision and drai of external thrombotic hemorrhoid, pilonidal
cyst, followed by referrat.
Orthopedic Surgery.
1. gunzl'mmgency management of rauma, minor or major,
2. Suturing of minor digital and extremity lacerations not involving
nerve, tendon or vesse! repair.
3. Nonsurgical management of back and neck pain.
4, gu;g?’lnmgy a‘r‘g'gale. of closed fracture (including
a.  Hand and wrist e —— — —

DA FORM 5441-26-3-R, JUL 89
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PERIOD DATE

FROM TO0

RATED BY PRIVILEGES PERFORMED BY
TITLE

TREATMENT FACILITY

PRIVILEGES

RECOMMENDATIONS BY DEPT./SVS. CHIEF

Privileges evaluation will be based on thorough appraisals of clinicsl

Dot Aaais and and P Lo P n v ook spoce s o+ || Ame | T | UVESET | A |
Orthopedic Surgery (Continued).
(1) Nondisplaced fracture, closed management,
followed by referral.
b. Forearm and shoulder girdle: Nondispatched fractures,
closed management followed by referral.
c. Knee: nondisplaced, followed by referral.
d. Foot Ingrown loe nail, management.
e. Ankie: Severe sprain, closed management
followed by referral.
EENT.
1. Treatment of anterior nose bleeds.
2. Packing of posterior nose bleeds and stat referral.
3. Minor EENT problems, i.e., olitis media, tonsillitis, conjunctivitis,
sinusitis.
Psychiatry/Neurology.
1. Neurological examination.
2. Psychotherapeutic medication prior to transfer to Acute Care
facility.
3. Immediate crisis interaction pending referral.
Genitourinary.
1. Manalement of minor GU problems.
2. Catheterization followed by referral.
Opthaimology.
1. Removal of loose foreign body.
2.  Removal of imbedded coreal surface foreign body.
Optometry.
1. Eye examination (routine).
Emergency Medicine.
1. Administration of emergency L.V. fluids.
2. Administration of emergency I.V. medications.
3. Tube Thoracostomy, emergency.
4.  Cricothyroidotomy, emergency.
§. Endotracheal intubation, emergency.
6. Basic life support, cardiopulmonary resuscitation.
7. Advanced cardiopulmonary resuscitation.
8. Qastric lavage.

PAGE 2, DA FORM 5441-26-3-R, JUL 89
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PERIOD DATE TREATMENT FACILITY

FROM T0

RATED BY PRIVILEGES PERFORMED BY

TITLE

PRIVILEGES RECOMMENDATIONS BY DEPT./SVS. CHIEF
Privileges evaiuation will be based on thorough appraisals of clinical
performance. Clinical Areas: Identify the level of performance with an “A” ACACBELPE' ) Boff:fER' U"‘fgl_EEPT' REE#AEFS
tor Assist and and a “P” for Perform in the blank space at left. EDUCATION
Other Privileges (Specify)
COMMENTS (Borderline and unacceptable ratings will be addressed.) (Use reverse if needed.)
RATER'S SIGNATURE DATE

PAGE 3, DA FORM 5441-26-3-R, JUL 89
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USAR OR ARNG APPLICATION FOR CLINICAL PRIVILEGES TO PERFORM ACTIVE OR INACTIVE
DUTY TRAINING

For use of this torm, see AR 40-68, the proponent agency is OTSG

DATA REQUIRED BY THE PRIVACY ACT OF 1974

Authority:
Principal Purpose:
Routine Uses:

Title 5, United States Code (USC). Sections 301, Title 44, USC, Section 3101: and Tile 10, USC, Section 1071
To detine the extent and limits of the practitioner's clhinical privileges as a function of his or her training expenence

Delermine and assess capability of practitioner’s clinical practice. A copy of this torm will be retained in your credentials file
Information may be provided to certain civilian hospitals, the Federation of State Medical Boards of the U §., State Licensure

authorities, and other appropriate professional regulating bodies

Disclosure: L [ S
or termination of your clinical privileges

Disclosure of information requested is voluntary. However, failure to provide the required information may result in the limitation

SECTION A - IDENTIFICATION

1. NAME (Last, first middie)

2

SOCIAL SECURITY NO. (SSN) 3

o e]:3 4

GRADE

5 CORPS [} UNIT IDENTIFICATION

7 SPECIALTY BY TRAINING

SECTION B - BASIC INFORMATION

8 LICENSURE/CERT.

9. DATE(S) 10

EXPIRATION DATE(S)

a. State Licensure (If any)

b.  DEA Number (If any)

¢. CPR Certificate

d.  ACLS Certificate

e. BCLS Certficate

11.  BOARD ELIGIBLE 12a. BOARD EXAM 12b. CHECK 14 MEMBERSHIP IN SPECIALTY SOCIETIES (Specily)

FROM (Date) TAKEN (Date)

[ Totai [ rartiai

13 BOARD CERTIFIED? (i yes, give name of

Board(s)

[T Yes [ No
15. Current Hospital Privileges

a. NAME OF HOSPITAL b LOCATION c.  TYPE OF APPOINTMENT

16. Interval Information (If Yes to any of the foliowing questions, give full details on a separate sheet of paper.)

in the last year, have you:

YES

NO

YES

NO

h Would you teel comtortable and competent 1o
a Have you had any final unfavorable liability pertorm your AD Training as a General Medical
judgments? Officer in the Outpatient Clinic?
b. It yes, any liability payments above $100,000? t Would you feel comtortable and competent to
pertorm your AD Training as a General Medical
C. Have you been the subject of any disciplinary action Otficer in the Emergency Care area?
by any local or state medical society or any
licensing agency? ] Do you certity that you are mentally and physically
able to practice medicine?
d. Have you had your clinical privileges limited, revoked,
or otherwise modified at any nstitution? 17 COMMENTS

e Resigned trom the statt of any hospital?

f. Been treated for drug or alcohol abuse?

g Not maintained your state’'s continuing medical
education requirements?

The information contained herein is true to
the best of my knowledge and belief.

18a. SIGNATURE OF APPLICANT

18b. DATE

DA FORM 5753-R, JUL 89
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SECTION C - ARNG OR USAR UNIT COMMANDER'S RECOMMENDATIONS

That clhinical priviteges be granted to the named apphcant for Active or 1 NAME
Inactive duty.
2. PERIOD 3 MEDICAL TREATMENT FACILITY OR DENTAC
FROM TO
4. BY EDUCATION AND TRAINING, THIS PRACTITIONER 5. PRACTITIONER'S DEMONSTRATED CLINICAL COMPETENCY
IS QUALIFIED IN THE FOLLOWING REMARKS
UN-
SPECIALTIES KNOWN YES NO
%
a. Primary —_— ////
.
b Secondary g W
6 This practitioner has the capability of pertorming
the medical duties required ol a General
Medical Otticer or General Dentist.
7. Al documents ot education, training, y/
licensure/certitication/registration and ECFMG {if
applicable) have been verified with a primary
source. //
Ba. NAME OF VERIFYING INDIVIDUAL 8b. GRADE Be. SIGNATURE
8¢c.  TITLE 8d. DATE
9a NAME OF UNiT COMMANDER 9b.  GRADE e SIGNATURE
9c TITLE 9d. DATE
SECTION D - RECOMMENDATIONS OF SITE CREDENTIALS COMMITTEE
10 REMARKS 1. RECOMMENDED STATUS
[0 conamional [ Fen
12, CLINICAL PRIVILEGES RECOMMENDED
[ As Requested 1 Other (specity in ttem 12
13a. NAME OF CREDENTIALS COMMITTEE CHAIR 13b. GRADE
13c. SIGNATURE 13d. DATE
SECTION E - APPROVING AUTHORITY
14a. NAME OF MTF OR DENTAC COMMANDER 14b. SIGNATURE 14 DATE

REVERSE, DA FORM 5753-R, JUL 89
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MALPRACTICE AND PRIVILEGES QUESTIONNAIRE

For use ol this torm, see AR 40-68, the proponent agency 15 OTSG

DATA REQUIRED BY THE PRIVACY ACT OF 1974

Authority:: Title 5, United States Code (USC), Sections 3109 and 3301. (Title 5, USC, Section 552a).
Principal Purpose: To obtain U.S. Civit Service appointment.
Routine Uses: Basis for determination of qualifications and background nformaton for the ehgibity for appointment.  Basis

for credentialing health care providers.

Disclosure: Disclosure of information requested is voluntary. However, failure to provide the required information will result

n nonacceptability of the application.

The policy of the Army is 1o screen, venty and validate slatements, assertions and documents of all applicaits lor hoalth care proviger

positions. As part of this process, please complete the following statements (as applicable to your profession).

1 NAME OF INDIVIDUAL 2 SOCIAL SECURITY NO (SSN)

HAVE HAVE

(YES) NOT(NO) [ 3. Had medical liability claims, selilements, judicial or administrative adjudications, or any other resoilved or open

each incident in item 13 below.)

charges of inappropnate, unethical, unprofessional or substandard prolessionai practice. (I/f affirmative explain

suspension or revocation of licensure previously held.)

4. | am licensed/registered/certified by the authority named in item 13 below. (List all current and past
hicensures held (include issue and expiration date). Explain the circumstances surrounding the

5. Had my professional license denied, withdrawn, or resltricted by a stale or local licensing board or other
authonty. (If affirmative, give the organization name, address, and dates involved in item 13 below.)

organization name, address, and dates involved in item 13 below. )

6. Had professional privileges denied, withdrawn, or restricted by a health care faciity. (If affirmative, give the

organization name, address and dates involved in itern 13 below.)

7. Resigned or otherwise disassociated myseif from employment or practce alter being notified of intent lo start
action against me for failure 10 properly accomplish my professional responsibilities.

(If affirmative, give the

affirmative, give brief explanation in item 13 below. )

8. Are you now or have you ever been required to appear before any medical or state regulaling authority,
regardless of the resull, concerning your status as an impaired, hindered, or otherwise restricted practitioner? (If

9. Had a history of drug or alcohol abuse or misuse. (If affirmative, explain 1 item 13 below.)

status.)

10. Do you have any disease or impairment which would make your empioyment a hazard to yourself or others? (If
affirmative, please list in item 13 below. In addition, please provide a brief description of your health

verifying the above information.

11. | hereby authorize the U.S. Army to contact my malpractice carrierflicensing organizations for the purpose of

1tb POLICY NO

11a. CARRIER (Name and Address) t1c. LICENSING ORGANIZATION (Name and Address)

my current professional privileges:

12. | hereby authorize the U.S. Army to contact the following institution(s) for the purpose of verifying the status of

12a.  ORGANIZATION (Narne and Address) 12b  DATE(S)

L

%

13.  CLARIFICATIONS, EXPLANATIONS, ETC., REGARDING ITEMS 3-10 ABOVE. (identify by appropriate item number.) (Continue on reverse

side if necessary )

t4a. TYPED/PRINTED NAME OF APPLICANT 14b. SIGNATURE OF APPLICANT

14c. DATE

DA FORM 5754-R, JUL 89
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